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THE USE OF RADIOACTIVELY LABELED 
VITAMIN By IN THE DIAGNOSIS 
OF PERNICIOUS ANEMIA“ 


Cueves McC. Smytue, M. D.** 


he diagnosis of Addisonian pernicious 
cy anemia in its more advanced stages in 

the untreated patient presents few 
problems.' In addition, so highly satisfactory 
is the treatment of these patients with injected 
liver extract or vitamin B,. that the disease 
has decreased steadily in importance as a 
clinical problem over the last 25 years. The 
diagnosis may be made by history and physi- 
cal examination in the obvious cases. Examina- 
tion of the stained blood smear, calculation of 
red cell indices, and the demonstration of 
achlorhydria will suffice to make or confirm 
the diagnosis in most cases. If one remains in 
doubt, bone marrow aspiration and study of 
the bone marrow smear will reveal a megalo- 
blastic bone marrow picture. Finally, the 
reticulocyte response to an injection of vitamin 
B,»2 and the hematologic and symptomatic re- 
sponses to such therapy with single active 
preparations will afford one the evidence he 
needs to make a diagnosis in the anemic un- 
treated case. 

There remains a small group of patients in 
whom, even after all the enumerated diag- 
nostic procedures, it is difficult to be certain 
that the patient has a true defect of vitamin 
B,. absorption. Such cases are usually found 
among (1) patients receiving an oral prepara- 

*From the Department of Medicine and the Radio- 


Isotope Laboratory, Medical College of South Caro- 
lina, Charleston, S. C. 


*°®Markle Scholar and Associate in Medicine. 


tion which has produced an incomplete re- 
sponse, (2) those being treated by injection 
but in whom some complicating condition has 
inhibited full hematologic remission, (3) those 
with associated iron deficiency anemia, and 
(4) those in whom either multiple trans- 
fusions or insufficient oral or parenteral 
therapy has produced a peripheral blood 
picture which is no longer clinically typical. 
There is also a small group with neurological 
or gastrointestinal symptoms preceding de- 
finitive hematologic findings. In addition, pa- 
tients are seen in whom folic acid therapy has 
produced a hematologic remission but the 
continuing B,. deficiency allows a continued 
advance or development of neurologic mani- 
festations. Finally, there is the group of pa- 
tients treated without full proof of diagnosis 
in whom the question of the need for con- 
tinuing treatment arises after full remission. 
In this last group, heretofore, diagnosis could 
be made only by allowing these patients to 
relapse, which is not desirable because of the 
neurological complications, and in addition 
may require months of expectant observation. 

Addisonian pernicious anemia is due to the 
failure of absorption of Vitamin B,2 from the 
intestine. This essential nutrient is adequately 
present in the usual diet but is not absorbed 
unless there is also simultaneously present the 
intrinsic factor of Castle, which is secreted in 
normal gastric juice and on which depends 


j 


the transfer of B,2 across the gastrointestinal 
mucosa. Since this absorption defect remains 
constant despite the clinical, hematologic, or 
neurologic status of the patient, or the amount 
of parenterally administered B,2, a method 
of assessing the presence of the absorptive de- 
fect will allow one to diagnose pernicious 
anemia in patients no matter what their 
hematologic picture. 

Recently a very accurate and _ relatively 
easily performed test has been developed 
which can be used to measure the rate of Bi» 
absorption. This vitamin is easily and firmly 
labeled with cobalt®°, a high energy gamma 
ray emitter of long half life. This radioactive 
tag allows one to follow the absorption and 
excretion of this preparation by the body. The 
original method for measuring failure of By». 
absorption was to follow fecal excretion after 
an oral dose.2 This procedure is not satis- 
factory for routine clinical use and has draw- 
backs even as a research tool. Schilling de- 
vised a simpler method. 3,4 The Schilling test 
depends on the fact that if a quantity of By» 
markedly in excess of that required for im- 
mediate utilization or storage is given 
parenterally, any of this material coincidentally 
absorbed from the gut will be rapidly ex- 
creted by the kidney. Therefore, failure of 
absorption will be marked by low urinary ex- 
cretion rates while normal absorption will be 
marked by high excretion of the radioactive 
substance. 

Varying modifications of this test have been 
employed in the last five years for the diag- 
nosis of pernicious anemia. An increasingly 
popular adaptation is to measure the amount 
of radioactivity demonstrable in the liver 
following a standard oral dose rather than 
assaying urinary activity.5,© 

The following method has been employed 
in our laboratory. The fasting patient is given 
0.5 microcuries of cobalts° labeled vitamin 
By» in about 0.75 micrograms of B;2 by mouth 
after a control urine sample has been col- 
lected. A 24-hour urine collection is started. 
One hour later 1,000 micrograms of vitamin 
Bis is given subcutaneously. After the pooled 
24-hour urine is collected, it is made up to 1 
liter or reduced to 1 liter by evaporation. A 
5 ml. aliquot of this is counted in a scintilla- 


tion well counter. The percentage of ad- 
ministered radioactivity excreted in the urine 
in 24 hours is calculated from the urinary 
radioactivity. The normal excretion rate is 
anything greater than 12% of the administered 
dose. Anything less than 3% in indicative of 
pernicious anemia or some other defect of 
vitamin B,». absorption. Intermediate excretion 
rates are doubtful and patients with such rates 
should be retested for comparison of results 
obtained after the ingestion of an active in- 
trinsic factor preparation as a further refine- 
ment of the test. 

The results of 16 tests by this method are 
grouped in Table I. In the first group are 
listed the patients who have normal vitamin 
B,2 metabolism and excretion rates. It can be 
seen in this group that excretion rates vary 
between 11% and 26%. 

Renal disease is known to be a cause of low 
excretion rates independent of absorption 
efficiency as shown in the case of a young man 
with a spinal cord transection who had severe 
acute pyelonephritis. His 24-hour excretion 
was only 2%, but he certainly does not have 
pernicious anemia. The possibility of renal dis- 
ease must be considered when one _ is 
evaluating low excretion rates. (See Table) 

The next two cases have intermediate re- 
sponses (See Table). The first was a young 
man with severe rheumatoid arthritis. He was 
on steroid therapy. He had no renal disease. 
The reason for this relatively low rate re- 
mains unknown. There has been no chance to 
retest him. The second was a comatose woman 
with convulsions, porphyria, and a macrocytic 
anemia. The reasons for her limited excretion 
remains unknown. She subsequently died. No 
autopsy was done. 

Next are listed three patients with pernicious 
anemia, The first had known pernicious 
anemia with good response to treatment for a 
long period of time. Although he is normal in 
every way at this time, it is to be noted that 
his excretion remains at 1.25%. The second 
and third cases illustrate the usefulness of this 
test and their histories are described in more 
detail. 

The second case is that of a 75 year old 
Negress was first admitted to the hospital in 
November, 1952 with congestive failure and 


830 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


i ‘ 
a 


TABLE I 
Coso Bw» Excretion 


Bis 

Age Race Sex Diagnosis Hemoglobin Excretion 
(Gm. per 100 ml.) (%) 

NORMAL 
46 Cc M Multiple myeloma 10.5 12 
41 C F Hypertension 13.0 26 
53 Cc M Spont. Pneumothorax 10.5 13 
30 C M Depressive Reaction 14.0 14 
54 WwW M Pneumonia 16.0 11 
29 WwW F Irritable colon 11.5 18 
44 Cc M Myocardial infarction 15.5 16 
46 Cc M Myocardial infarction 14.7 17 
45 Cc M Rheumatoid arthritis 10.5 21 
51 Cc M Gastric ulcer 15.0 17 
RENAL DISEASE 
24 C M Acute Pyelonephritis 14.0 2 
INTERMEDIATE 
26 Ww M Rheumatoid arthritis 13.0 6 
41 Cc F Porphyria 7.0 6 
PERNICIOUS ANEMIA 

69 WwW M Remission 13.0 1.25 

75 Cc F Partial remission 10.0 0.25 
58 Cc F Partial remission 8.0 2 


osteoarthritis. At that time her red cell count 
was 2.35 million and hemoglobin 8.5 grams. 
She had achlorhydria. The marrow was re- 
ported as normal. Pernicious anemia was sus- 
pected, and she was treated with vitamin B,. 
with a reticulocyte response rising from a con- 
trol of 0.9% to a level of 4.0%. Her blood also 
responded, and by February, 1953 the red cell 
count was 4.4 million and the hemoglobin 12 
grams. 

The significance of these events was lost as 
care was lavished on her osteoarthritic knees. 
No more vitamin B,2 was given. In August, 
1956 she was readmitted with acute peripheral 
circulatory failure. She was found to have a 
hemoglobin of 4 grams, 1.09 million red cells, 
an hematocrit reading of 12.5%, and 4,000 
leukocytes. The mean cell volume was 110 
cubic microns, and the mean corpuscular 
hemoglobin 36 gamma gamma. She had gastric 
achlorhydria, and a bone marrow was re- 
ported as showing normoblastic hyperplasia 
with occasional megaloblasts present. She had 
been given 1,000 ml. blood because of her pre- 
carious condition. The pernicious anemia was 
not recognized from the peripheral blood 
smear. Once again pernicious anemia was sus- 


pected, but she was started on folic acid 
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therapy. On this her reticulocyte count rose 
to 8% and hemoglobin rose to 8 grams. In 
October her hematocrit reading was 36%. On 
no further therapy it had fallen by January 
1957 to 29%. A vitamin B;. Co®° excretion test 
revealed 0.25% excretion. She has since been 
treated with B,;. and remains in excellent re- 
mission. Her last hematocrit reading was 39%. 

Comment: Careful analysis of this case 
would have indicated a diagnosis of pernicious 
anemia early in her course. The Co*®°B,» test 
served to confirm the diagnosis. 

The third case is that of a 58 year old 
Negress who was admitted because of six to 
seven months of weakness associated with epi- 
gastric distress and anorexia, a 20 pound 
weight loss, and some stiffness and numbness 
of the right leg. Before admission she had been 
noted to be anemic, was given two pints of 
blood, and was sent to the hospital with a 
diagnosis of carcinoma of the stomach. There 
was a past history of syphilis. She also received 
some unknown type of medication prior to ad- 
mission. 

Physical examination was remarkable for 
changes of anemia only. Vibration and position 
sense were normal. The hemoglobin was 6.5 
grams, the red cell count 2.47 million, the 
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hematocrit 29%, mean cell volume 97 cubic 
microns, a mean corpuscular hemoglobin 
of 26 gamma gamma, and a mean corpuscular 
hemoglobin concentration of 27%. The smear 
showed marked variation in size of the red 
blood cells and was described as hypochromic. 
The leukocyte count was 3,150 with 77% poly- 
morphonuclear cells. The degree of lobulation 
was not noted. Platelet count was 54,000. Reti- 
culocyte count was 0.7%. On gastric aspira- 
tion she had achlorhydria. 

The initial impression was hypoplastic 
anemia. A bone marrow smear showed marked 
erythroblastic hyperplasia with partial megalo- 
blastic arrest not consistent with an unmodified 
pernicious anemia. This finding changed the 
impression to achrestic anemia. A Co*B,. 
test dose was followed by 2% excretion. This 
confirmed a diagnosis of pernicious anemia. 
She was treated with vitamin B,» and at pres- 
ent is asymptomatic and has 13.5 grams hemo- 
globin. 

Discussion: This test requires considerable 
technical facility but from the patient’s stand- 
point is simple and safe. The dose of radio- 
activity administered is insignificant. Since 
most of the material is excreted relatively 
rapidly, very little radioactivity is retained in 
the body. However, it does entail the col- 
lection of a 24-hour urine specimen. This does 
not require hospitalization but often this is 
more accurately accomplished in a hospital. 
Also, the test requires facilities for the handling 
of radioisotopes as well as very sensitive 
gamma ray counting equipment. Radioactive 
cobalt has such a long half life that contamina- 
tion with it becomes a serious laboratory prob- 


lem, and it cannot be handled as easily as some 
other isotopes which have shorter half lives. 
Therefore, this test should not be thought of 
as one to replace the tried and true methods 
for the diagnosis of pernicious anemia. In the 
average untreated case, history and physical 
examination, examination of the blood smear, 
the bone marrow, the demonstration of 
achlorhydria and of a reticulocyte and hema- 
tologic response to the parenteral administra- 
tion of preparations containing vitamin By». 
will suffice to make the diagnosis. Those pa- 
tients in whom the diagnosis remains obscure 
because of atypical manifestation of the dis- 
ease, the failure of a hematologic response due 
to complicating diseases, the isolation of neuro- 
logical disease because of folic acid treatment 
and partial remission due to insufficient treat- 
ment with oral “shot gun” preparations re- 
main a puzzling field for diagnosis. Finally, 
the test is also useful in diagnosing the pres- 
ence of the defect in the occasional patient to 
whom this information is important even 
though full hematologic remission may have 
been obtained. For this group the Schilling 
test is invaluable and has proved to be of help 
in the management of some of these cases. 

Summary and Conclusions: A new test for 
the diagnosis of pernicious anemia is discussed. 
Illustrative case reports show the usefulness 
of this test in the diagnosis and management 
of obscure forms of anemia. The Schilling 
test is useful, not for the routine case of per- 
nicious anemia, but in that group of patients 
in whom a variety of factors obscure the usual 
manifestations of the disease. 
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POLYHYDRAMNIOS 


REPORT OF A CASE* 


Patricia A. Carter, A. B., M. D. 
Charleston, S. C. 


olyhydramnios, or hydramnios, is the 

occurrence of an excessive quantity of 

amniotic fluid. The state of over-dis- 
tention of the uterus with a rapidly increasing 
production of amniotic fluid, like a rising Rh 
antibody titer, presents a problem which is 
oftentimes a grave one. In both such instances 
one must weigh the penalties of prematurity 
against the necessity of resolution of a poten- 
tially disastrous condition. 

With the increase in knowledge and the im- 
provement in surgical skill, great advances 
have been made in salvage of the newborn, 
despite congenital anomalies. The purpose of 
this case report is to renew interest in the 
management of this condition, in the hope that 
prompt and efficient care may lessen maternal 
hazards as well as afford some increased de- 
gree of fetal salvage by prompt detection of 
the various congenital anomalies which are 
most frequently encountered in hydramnios. 

A review of the literature reveals a wide 
variation in the incidence of this condition. 
The acute variety, with which we are here 
concerned, has been estimated at one in 
12,000 deliveries. The chronic variety occurs 
one in 180 cases—here the quantity of fluid 
is less and the accumulation over a much 
longer period of time. In both instances hy- 
dramnios is the presence of more than 3000 
ml. of amniotic fluid, a figure suggested by 
Rivett.' 

The etiology of this condition continues to 
remain obscure. The current work of Hutchin- 
son et al.2 has stimulated great interest in the 
origin and fate of the amniotic fluid. That the 
fetus swallows amniotic fluid is a well estab- 
lished fact. Fetal micturition is also known to 
occur occasionally. The secretory potential of 
the amniotic epithelium is also a factor in pro- 
duction, but not alone is it sufficient to account 


*Read before the South Atlantic Association of Ob- 
stetricians and Gynecologists on February 7, 1957, at 
their meeting held in Charleston, S. C. 
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for such large volumes of fluid. Until further 
studies are concluded we must choose as most 
logical the compromise as suggested by Rosa; 
namely, that amniotic fluid production and ab- 
sorption is a combined fetal and maternal 
operation, the mechanism of which remains un- 
known. 

The following case is submitted to show the 
utter uselessness of the so-called conservative 
measures; and secondly, to support the con- 
tention of other investigators (Hammond,3 
Rivett,' Barry*) of the superiority of trans- 
abdominal amniotomy over simple rupture of 
membranes. 

The patient, a 33-year old white female, grav. 9, 
para 6, ab. 3, was first seen March 1955. At this time 
the period of amenorrhea was six weeks, making her 
estimated date of confinement November 1955. 

Past medical history was of significance only insofar 
as it pertained to her obstetrical activities. She had 
had eight previous pregnancies. The first infant was 
delivered at seven months by cesarean section, the 
indication being central placenta praevia. (The in- 
fant weighed only 3 Ibs. and died after 24 hours). 
The cesarean section was reported to be low flap and 
the postoperative course presented no unusual morbid- 
ity. She then had two pregnancies terminating in 
spontaneous delivery through the vaginal route, the 
infants being average in size and normal. I saw this 
patient at the time of her fourth pregnancy. This 
terminated in spontaneous abortion at eight weeks. 
Following this, in another city, the patient had two 
additional spontaneous abortions at eight and ten 
weeks respectively. No curettage was required. I then 
delivered her twice more through the birth canal, in 
1949 of a 9 Ib. male infant (uterine scar intact on 
digital examination after low forcep extraction), and 
again in 1952 of an 8 lb. 3 oz. male infant. On ex- 
amination at this time the uterine wound seemed less 
firm but no dehiscence was demonstrable, and the 
postpartum course was uneventful, 

The physical examination revealed marked vulval 
and lower extremity varicosities. The cervix was in- 
vestigated by smear and found to be free of malig- 
nancy despite a rather marked erosion. All basic 
evaluations and ancillary laboratory tests, gave sound 
evidence of the wholesome physical condition of the 
patient, save for the extremely formidable varicosities 
and the cervical erosion. 
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This patient was extremely cooperative, and be- 
cause of the past history (grand multiparity and a 
previous cesarean section), our checkups were fre- 
quent and meticulous. 

Pregnancy was uneventful until the 17th week. At 
this time there was a 6 lb. weight increase and slight 
edema in 2% weeks. The blood pressure and urinalysis 
were normal. She was placed on a rigid salt-free diet 
and Diamox in appropriate dosage. Despite this, there 
was another 5 Ib. weight gain in one week, with 
moderate edema, but no blood pressure or urinary dis- 
orders. The uterine scar was non-tender. Absolute bed 
rest and a severe verbal castigation served to produce 
a 9 lb. weight loss in ten days. At this time there was 
a great deal of pelvic pain which was felt to be due 
to varicosities since the scar was non-tender and 
presented no indentations on close scrutiny. 

At 25 weeks there was a sudden increase in ab- 
dominal girth. On examination, the measurement was 
found to be 40 inches. (The patient’s height was 5 
feet, and her normal waist measurement was 24 
inches). At this time there was a 5 lb. weight gain 
within a week, an increase in systolic blood pressure of 
10 mm., making the reading 130/80, but no albumin 
and only moderate edema. The uterine scar was non- 
tender. The patient was very uncomfortable and re- 
ported the necessity for two pillows for rest. A diag- 
nosis of acute hydramnios was made. The fetal ovoid 
could not be outlined and fetal heart tones were dis- 
tant, but fetal activity was insisted upon by the pa- 
tient. 

Roentgenograms confirmed the presence of poly- 
hydramnios, and a single fetus of estimated 26-week 
size presenting no demonstrable abnormalities. 

At this juncture heroic conservative measures aimed 
at reduction of the rapidly increasing amniotic fluid 
were enforced. They included bed rest, salt-free 
regimen, limitation of fluids, and Diamox. By home 
visitation the patient was checked twice weekly. It 
is interesting to note that for the next three weeks, 
from the 27th to 30th week, the regimen as outlined 
limited the weight gain to 4 Ibs., and maintained the 
normal state of the blood pressure and urinalysis, but 
the girth of the abdomen continued to increase, as 
did the acute distress of the patient. From the first 
discovery of the disorder of acute hydramnios it was 
necessary to plan for a resolution of the disorder. This 
could be accomplished only by limitation of the ex- 
cessive accumulation of amniotic fluid, or by induction 
of labor. The presence of the uterine scar added to 
the urgency. Despite this, there was another highly 
important aspect of the case, and that was the question 
of fetal salvage. This couple, after eight pregnancies, 
had only one living child, disaster having befallen two 
of the three live-born children. Also, in spite of the 
history of amenorrhea, which was 29 to 30 weeks by 
now, the fetus was extremely small by roentgenogram 
mensuration. It was decided however that further 
delay would be hazardous from the maternal side, 
and the patient was admitted to St. Francis Xavier 


Hospital on September 12, 1955. On admission re- 
peat roentgenograms were done to denote fetal posi- 
tion and presence of normal skeletal architecture, and 
soft tissue study to delineate the location of the pla- 
centa. The fetus had shown its apparent normal over- 
all development by change of position (roentgenogram 
three weeks previous) from cephalic to double foot- 
ling breech, sacro-anterior. There was again no 
demonstrable fetal abnormality. By dates and 
roentgenogram the size of the fetus was approximately 
30 weeks. The uterus was somewhat irritable on ad- 
mission and there was some complaint of lower ab- 
dominal cramps. Blood pressure, blood chemistries, as 
well as hematocrit and urinalysis were all within nor- 
mal limits. On vaginal examination the cervix was 
found to be half effaced and about 2 cm. dilated, but 
high and posterior with no patency of the internal 
os. Fetal heart tones were still dubious in the left 
upper quadrant. 

Transabdominal amniotomy was decided upon, and 
1000 ml. of compatible blood was obtained. Because 
of the irritability of the uterus and the somewhat ap- 
prehensive state of the patient, 1/6 grain of pantopon 
was given. A Foley catheter was placed in the bladder, 
and the abdomen and vagina prepared, with the pa- 
tient in semi-Fowlers position. The location of the 
placenta and back having been determined, a skin 
wheal was made with 1% novocaine and a No. 18 
spinal needle was used to enter the uterus 1 cm. be- 
low, and 4 cm. to the right, of the umbilicus (Note: 
midline avoided because of uterine scar); a 50 ml. 
syringe was used to withdraw, very slowly, over a 
one hour period, the first 500 ml. The needle was 
then fixed and supported in place and attached to a 
2-way stop-cock, after which a Murphy drip apparatus 
was fixed in place, and an additional 3000 ml. was 
allowed to escape over a period of 4-1/2 hours. After 
the needle penetrated the uterus there was an ac- 
celeration of the maternal pulse from 88 to 100; the 
blood pressure remained stable at 130/80. Pulse drop- 
ped to 88 within five minutes. After the first 500 ml. 
was removed by aspiration, the fetal heart tones be- 
came clear and regular at 140/min. After the first 
1500 ml. had escaped, the uterus could easily be pal- 
pated, as well as the fetal ovoid, and there was no 
uterine scar tenderness. After 2000 ml. of amniotic 
fluid had escaped, mild but definite uterine con- 
tractions were noted. At this point the drip was slowed, 
and pantopon, 1/12 grain, was given. No greater dos- 
age was used on account of the prematurity of the 
fetus. After half an hour the contractions ceased. The 
patient at no time complained of any discomfort. With 
the quantity of fluid actually measuring 3500 ml., 
when the quantity lost on drapes and at time of chang- 
ing of the drainage bottles is taken into consideration, 
it was estimated that approximately 4000 ml. was ob- 
tained by both aspiration and slow drip, and the time 
consumed was 5-1/2 hours from start to finish. 

Following the paracentesis, there was a reduction 


in the girth of the abdomen of 5 inches (from 45 
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inches to 40 inches); a decrease in height of uterine 
fundus from 23 inches above the symphysis to 18 
inches; and there was a normal feel to the fetal ovoid 
and a normal rate (130/min.) and rhythm of the 
fetal heart tones. 


A sterile vaginal examination done at the conclusion 
of the procedure revealed essentially the same findings 
as at the beginning. The forewaters were intact. 

Combiotic (Penicillin and dihydrostreptomycin) 1 
ml. b.i.d. was ordered and the patient returned to the 


antepartum wing. 

Approximately 9 hours following the abdominal 
amniotomy, labor began and no effort was made to 
discourage it. After a short (6 hour) uncomplicated 
labor, a living female infant was delivered by assisted 
breech, weight 2 Ibs. 12 ozs. Cry was spontaneous, 
and color was good; no gross deformities were noted. 
The placenta delivered spontaneously and was intact. 
The uterine cavity was explored and while the scar 
was palpable, no areas of weakness or dehiscence 
were discovered. The uterine tone was good. There 
was no excessive bleeding and no lacerations. The 
postpartum course was uneventful. The fetus was in 
excellent condition two months postpartum, and dis- 
charged from nursery weighing 5 pounds. 

Discussion 

There is for the obstetrician something 
omnious about the sudden excessive increase 
in amniotic fluid. The supposition that all is 
not well is all too often proven by the frequent 
concomitant occurrence of fetal anomalies— 
anencephaly, hydrocephaly, and other less pre- 
dictable abnormalities. Then too, one cannot 
say dogmatically that this fetus is worthy of 
efforts to reach viability and that another is de- 
fective and beyond salvage, unless there be 
unequivocable evidence of developmental de- 
fect. The etiology of this condition is still 
highly conjectural. The description of the 
entity of acute hydramnios is excellent with 
well defined signs, symptoms, and complica- 
tions. ‘The treatment however is not nearly so 
well delineated. After a review of the current 
literature certain startling facts are discovered; 
namely, that this condition has a potential 
maternal mortality of 3 in 100 cases as re- 
ported by Barry.* Secondly, that there is wide 
variation in the frequency of the condition; 
that is, of the acute variety, varying from one 
in every 460 cases, to one in every 12,000 de- 
liveries as given by Hammond. Despite this, 
there is concurrence of opinion concerning the 
deficiency in the so-called conservative type 
of management. Dietary restrictions, or the 
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use of dehydration, either does no good or 
relieves the condition only temporarily, The 
complications on the maternal side, of ac- 
cidental hemorrhage due to overdistention of 
the uterus, plus sudden collapse and tearing 
away of the placenta, the atony that might re- 
sult from a uterus which has been over-dis- 
tended for days or weeks, the fact that mal- 
presentation and prolapse of the cord are fre- 
quent in cases of unattended rupture of excess 
amniotic fluid, all go to prove the fact that 
polyhydramnios is indeed a formidable ob- 
stetrical complication. 

Reduction in the quantity of amniotic fluid 
sufficient to relieve distress, and just short of 
that causing uterine irritability, is the optimum 
aim of competent management, when pre- 
maturity is to be avoided. Secondly, any at- 
tempt at reduction of excessive amniotic fluid, 
even when induction of labor is desirable, 
should include efforts to prevent (1) mal- 
presentation and prolapse of the cord, and (2) 
sudden collapse of a long over-distended 
uterus, subsequent hemorrhage and shock. We 
believe, in support of other investigators ( Riv- 
ett,|. Hammond,? Barry*) that abdominal 
amniotomy is the best method of management, 
despite the fact that certain complications may 
accompany this method of relief of excessive 
amniotic fluid; namely, (a) hemorrhage from 
the anterior abdominal wall or uterine wall, 
(b) injury to the bladder, (c) injury to the 
fetus or perforation ‘of the placental site, (d) 
perforation of the intestines, (e) wound in- 
fection; we feel that certain attention to de- 
tails can largely reduce their probability. A 
Foley catheter will guarantee that the bladder 
is out of the way, and staying near the um- 
bilicus will further reduce possibility of trauma 
to the bladder. Placentography and location 
of the back of the fetus will enable one to 
avoid injury to either. It is rare that the in- 
testines would be anterior to the uterus in its 
distended state, so this is a threat seldom 
encountered. The use of the stop-cock and 
Murphy drip is to me a great advance in this 
method of reduction of amniotic fluid. Neither 
the needle nor the tubing ever tires, and the 
rate of flow can be regulated from moment to 
moment, thus assuring a deliberate rate of 
emptying which in turn precludes the prob- 
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ability of sudden and complete abruption of 
the placenta. The preservation of the fore- 
waters particularly in breech presentation is a 
great boon. In the case reported there was 
fully 1000 ml. of additional amniotic fluid ex- 
pelled as the breech approached the perineum, 
and the amniotic sac ruptured low down. 
Avoidance of prematurity if the fetus appears 
normal by abdominal amniotomy rather than 
by transvaginal approach is obvious. Infection 
is a prominent hazard in any laceration of the 
membranes with loss of fluid through the 
vagina. 

As a matter of interest it is to be noted in 
the above case that amniotomy was probably 


delayed a bit too long since some uterine 
irritability was noted before any interference 
was begun. Then too, it is reasonable to sup- 
pose that the aspiration of the first 500 ml. was 
possibly too rapid, likewise increasing the 
likelihood of induced labor. 
Summary 
A case of acute hydramnios has been pre- 
sented. A succinct report on the current litera- 
ture has been given. The use of abdominal 
amniotomy with a spinal needle and a Murphy 
drip apparatus is described. Preliminary pla- 
centography and a supply of compatible blood 
are requisite to the competent management of 
such cases. 
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PROGNOSIS IN PEDIATRICS* 


R. M. Poxirrzer, M. D. 
Greenville, South Carolina 


he connotation of the word prognosis is 
fully understood by all of us. At medical 
school, in a general way, we learned the 
expectancy for many diseases. But these facts 
are not applicable to each particular ease. It 
takes a number of years of experience to truly 
evaluate the chances for recovery or the likeli- 
hood of permanent disability. 

Long ago, about 400 B. C., there lived a 
great man, by name, Hippocrates. He was a 
Greek, having been born in a small island 
named Cos. Hippocrates, had somehow ac- 
cumulated a vast amount of knowledge of 
medicine through observation and his intel- 
ligence. He had neither laboratory nor any of 
the machines in use today. However, he had, 
in addition to his brain, the five senses which 
all of us are endowed with. Although in his 
voluminous writings, there is much that is in- 
correct and even ridiculous, nevertheless there 
is a great deal that even today is of value and 
well worth reading. This medical author of 
2400 years ago gives a whole section to prog- 
nosis. The word prognosis is Greek. 

In order for us to obtain a full understanding 
or a clear perspective of what prognosis really 
is and also some of its inherent difficulties, we 
should briefly review some of the underlying 
factors. 

Any disease at any age has a prognosis that 
is not immutable or fixed. The prognosis varies 
from patient to patient and sometimes from 
year to year. This has long been pointed out 
by many writers. Further it is not enough to 
be familiar with the disease but also one 
should gain some idea of the patient’s re- 
sistance. Our opinion as to the outcome is 
based largely on the present state of knowl- 
edge and the wider application of remedial 
measures. These are not only drugs and sur- 
gery, but of course includes the use of heat 
and cold, electricity and radio-active elements, 
etc. 

Some diseases which formerly had an ex- 


*Paper read at a meeting of County 
Medical Society on November 6, 1 
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tremely high mortality, now are so well treated 
that recovery is expected. This is particularly 
true, in most instances, of pneumonia, typhoid 
fever and meningitis. But in infancy meningi- 
tis is still serious. 

Since my graduation from the Medical Col- 
lege, there have been so many changes in the 
diagnosis and treatment of diseases, that it is 
almost unbelievable. And yet all these remark- 
able and revolutionary advances have been 
built on the scientific progress made in the 
laboratory and at the bedside. Without the 
impetus given by some of our illustrious 
predecessors these would not have been pos- 
sible. 


In our every day work of seeing patients at 
the office, the home and the hospital, we be- 
come so interested in details—and rightly so— 
that few of us give a thought to some of the 
illustrious pioneers in our profession. Never- 
theless we should recall that it was Vesalius— 
about 1540 A. D.—who fathered anatomy. 
Others followed in various lines. To mention 
only a few, let us select Paré as the first great 
surgeon; William Harvey, who proved that the 
blood did circulate; Thomas Sydenham, who 
showed the great value of bedside observation; 
and John Hunter, from whom modern surgery 
got its start. 

In the progress of medicine, for a long 
period attention was focused on anatomy. 
Then there was some understanding of 
physiology. Next pathology was studied, while 
little was being done for the patient. Even 
during the lifetime of the great William Osler, 
there was much therapeutic nihilism, though 
there were great strides made in diagnosis. 
During the past two or three decades, we 
have seen the introduction of valuable drugs 
which have ameliorated or cured many ills. 

The prognosis of the diseases of -children, 
especially in infants and more particularly in 
the newborn, differs from that of adults, but 
even so is dependent on the same basic factors. 
However,-there are tremendous differences in 
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the reaction to disease, for the child is not just 
a small adult. The finding in physiology differ 
markedly. Further there are differences in the 
diseases usually seen. Early in life congenital 
defects enter the picture. Also then most dis- 
eases are acute and the body has not been 
damaged by previous injuries and illnesses. 
Nevertheless, the mortality in the newborn is 
relatively high. But all in all, during our time 
there has been considerable improvement in 
the death rate in babies. In the U. S. A. during 
1916, there were 101 deaths in infants per 
1,000 births. This figure had dropped in 1953 
to 31.5 per 1,000. But even so infant mortal- 
ity should be and can be reduced still more. 
For today a diagnosis can be made more 
rapidly and intelligently and efficient treat- 
ment begun earlier. 

Less than fifty years ago, the common dis- 
eases in childhood were malaria, typhoid 
fever, diphtheria, pneumonia, whooping cough 
and not least in incidence and mortality, in- 
fectious diarrhea or as it was often called, 
summer diarrhea. Today in most communities 
these diseases are rare. In fact, some have been 
almost conquered. 

Permit me to show you a few figures**® from 
South Carolina of deaths of children under 9 
years of age: 


1920 1950 
Whooping Cough 367 45 
Diphtheria 191 23 
Typhoid Fever 64 None 


In my opinion the great decrease in infant 
mortality has been brought about by a number 
of factors. Among these may be listed: 

1. A knowledge of blood chemistry 

2. The administration of parenteral 
fluid 

3. Transfusions 

4. Chemotherapy and scientific phar- 
macology 

5. Animal experimentation 

6. Heart and brain surgery 

7. The wider employment of roent- 
genology 

8. Routine immunizations 

9. Tremendous improvement in infant 


*°These figures were furnished through the kindness 
of Mr. Thomas P. Lesesne, Assistant State Registrar 
of the State Board of Health, Columbia, S. C. 


feeding 

10. Better educated and well trained 
doctors 

11. Better hospitals and more childrens’ 
hospitals 

Returning to the subject of prognosis, after 
having mentioned some of the changes that 
have affected today’s prognosis, let us discuss 
the subject in a general way. While no one is 
ever able to predict accurately the course and 
outcome of any disease in every patient—bar- 
ring rabies—and must be content to foretell 
the future from book knowledge and experi- 
ence, yet in most instances, a definite opinion 
can be given which will be correct. 

The great majority of doctors realize the 
importance of prognosis and do take the time 
to discuss the matter with the mother or father 
of the patient. But a few fail to satisfy her or 
him, believing that diagnosis and treatment 
deserve all their attention. That may be 
scientific but is not making use of the art of 
medicine. It goes without saying, that anyone 
who has a sick child has a right to get the de- 
sired information from the attending physician 
or surgeon. Of course, he can communicate 
this in words that he considers suitable, and 
often not be too optimistic or unduly pessi- 
mistic. It should never be forgotten that a 
child or baby is never a medical case to the 
parent, but the most precious being on earth. 
The finest type of doctor, while skilled in the 
science of medicine, also is able to use lan- 
guage that best imparts his thoughts and also 
he has sympathy—not just assumed, but from 
his heart—to give to those who are distressed. 

Our age has been given the knowledge and 
the tools so that the practitioner of medicine 
is able to accomplish much today and indeed 
render to humanity a greater service than ever 
before. 

From what has been said and from the ex- 
perience of most of us—young and old—it can 
be stated that, at the present time, excluding 
war and other catastrophies—babies have a 
far better chance of becoming adults than they 
had twenty years ago. During their early years 
they are spared much suffering and many of 
them escape diseases which, until recently, 
were looked upon as inescapable. From some 
of the then common diseases vast numbers of 
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little ones perished. 

The credit for the great reduction in disease 
and in death during childhood, belongs to no 
one person but to the steady progress in medi- 
cal science and its allied branches. 

As was well said, less than a year ago, by a 
speaker addressing a large group of people 
gathered from many parts of this country, “We 
are privileged to be living in the golden age 
of medicine.” 


We surely have a right to be proud of what 
has been accomplished during the past few 
decades, but while glorying in the past we 
must not fail to look to the future. For without 
being able to give proof, we should know that 
the next two or three decades are bound to 
show advances as great, and most probably 
greater, than those that have been made in our 
time. 


MEDICAL COLLEGE CLINICS 
THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


Anterior Myocardial Infarction 


Dae Groom, M. D. 
Department of Medicine 


Case Record—Autopsy examination of the heart of a 
young man who died suddenly while at work revealed 
severe atherosclerosis of all coronary arteries with 
complete occlusion of at least two major branches. The 
anterior wall of the left ventricle and the adjoining 
area of interventricular septum showed extensive 
fibrous scarring, presumably from an old infarction. 
In addition there was evidence of an acute infarct 
with subendocardial hemorrhage located high on the 
septal wall of the left ventricle. 

A review of this patient’s medical records showed 
that he had enjoyed excellent health until one year 
previously when, at the age of 30, he had consulted 
his physician because of several episodes of substernal 
discomfort brought on by exertion and by some recent 
emotional stress. In spite of the patient’s comparative 
youth, coronary disease was considered and electro- 
cardiograms were made before and after exercise, 
both of which were entirely normal. The following 
week he was awakened from sleep with an attack of 
severe midchest pain radiating into both arms. An 
electrocardiogram on this occasion was markedly 
different than the previous ones and the patient was 
hospitalized immediately with the diagnosis of acute 
myocardial infarction. The tracing illustrated here is 
one of the later ones made during his month in the 
hospital and was recorded shortly after the patient had 
experienced a recurrence of chest pain. Before dis- 
missal from the hospital the patient had been placed 
on a low fat diet and daily injections of heparin be- 
cause of the finding of hypercholesterolemia. Frequent 
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follow-up blood studies during the ensuing year had 
indicated cholesterol levels to range from about 400 to 
750 mg. per 100 ml. with total blood fats reaching 
well over 1700 mg. 


Electrocardiogram—In the standard leads there is 
little of diagnostic value—only slurring and notching 
of QRS complexes, inversion of T waves in lead I, 
and a P-R interval at the upper limit of normal (0.20 
sec.). Neither are the unipolar limb leads particularly 
helpful beyond indicating that the electrical axis is 
predominantly vertical with depolarization proceeding 
in a direction toward the left leg as manifested by the 
tall R waves of aVf. However, in the precordial leads 
the abnormality is conspicuous: no R waves are pres- 
ent from V-1 through V-4, and in some of these leads 
there is perhaps a millimeter or two of S-T segment 
elevation, followed by diphasic or sharply inverted T 
waves. As the electrode is advanced across the chest 
to the left the depth of the QS deflections decreases 
yet no R wave appears until it reaches the V-5 posi- 
tion, in this case well beyond the cardiac apex. The 
P waves are normal throughout the tracing. 
Discussion—As a general rule infarction of the 
anterior wall of the heart is more clearly evident on 
the electrocardiogram than is damage to the posterior 
or inferior areas of myocardium. The now routine use 
of multiple precordial leads, recording as they do the 
electrical activity at 6 or 8 or more areas directly over 
the heart, frequently reveals abnormalities which are 
not apparent in the original three “standard leads” of 
the electrocardiogram. To some extent, tracings made 
by means of an esophageal electrode record analogous 
potentials from the back of the heart, as lead aVf 
records essentially from the inferior or diaphragmatic 
surface of the heart because it faces that surface, but 
these tracings lack the niceties of localization afforded 
by the unipolar precordial V leads. 

Present views of electrical activation of the heart 


| 


aVF 


hold that the depolarization wave travels through the 
ventricular wall in an outward direction—i.e., from 
the endocardial surface to the epicardial surface. Polar- 
ization of the electrocardiogram is such that when the 
depolarization is going toward the electrode an upward 
deflection is inscribed and, conversely, when it pro- 
ceeds away from the electrode the deflection is a 
downward one. It must be remembered that an elec- 
trode placed on the precordium records not only the 
electrical activity of the immediately subjacent myo- 
cardium but also potentials from the entire muscle 
mass. Since the thicker-walled left ventricle contains 
a far greater proportion of this muscle mass than does 
the right ventricle the summation of the depolarization 
potentials is normally in a direction to the left of the 
mid-line. Therefore. as the precordial electrode is 
moved from the V-1 position toward the left, on 
around to V-6; the recorded R waves can be expected 


to become progressively higher as the S waves pro- 
gressively diminish or disappear. This is the normal 
sequence seen in the precordial leads. 

If the electrode is placed directly over an area of 
the heart which has lost its electrical activity there 
will be little or no R wave recorded at that point since 
no depolarization wave is traversing that area of muscle 
toward the electrode. What is recorded is a simple 
downward or QS deflection, the same as if the elec- 
trode were placed in the ventricular cavity from which 
all activation proceeds outward. If some viable muscle 
tissue remains under the electrode its activity may be 
reflected in a notching of the QS deflection or perhaps 
in a small R wave either before or immediately follow- 
ing the main downward deflection. A transmural in- 
farct—one which extends completely through the 
muscle wall—produces no depolarization potential; 
the QRS complex at that point is essentially the com- 
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plex from the remainder of the heart. Such is evident 
in the electrocardiogram of this patient where the R 
waves (which were present in leads V-1 through V-4 
in the tracing made the week previous to his acute 
attack) have been completely lost as a result of the 
infarction. 

Anterior wall infarcts are commonly classified as to 
location according to their electrocardiographic mani- 
festations. An anteroseptal infarct is one located on 
the anterior ventricular wall adjacent to or involving 
the interventricular septum. Its diagnostic ECG ab- 
normalities are portrayed in V-1, V-2, V-3 or V-4, 
though secondary T wave changes may be evident in 
other leads as they are in V-5, V-6, aV1, and lead I 
of this case. An anterolateral infarction, located further 
to the left, is reflected in the last two or three pre- 
cordial leads, and in aV1, which faces the lateral heart 
wall. Occasionally one sees a variant of this commonly 
referred to as “high anterolateral infarction” where 
the characteristic ECG changes are seen only when 
the electrode is placed higher on the precordium than 
the conventional positions, such as over the third 
intercostal space as is often done where the pattern 
of aV1 or other leads is suggestive but not diagnostic. 
An antero-apical location is suggested when QS de- 
flections are largely confined to the V-4 and V-5 posi- 
tions. The value of discriminating so precisely as to 
location of an infarct, even if possible to do with 
reasonable accuracy, is questionable. Certainly loss of 
R waves in all precordial leads denotes a very ex- 
tensive anterior infarction. On the other hand, the 
site of a destructive lesion in the heart is often of 
more clinical significance than its size, particularly if 
it involves the conduction system. Autopsy studies 
have shown that almost all myocardial infarctions are 
situated in some part of the left ventricle or inter- 
ventricular septum. 

The S-T and T wave changes associated with the 
abnormalities produced in the QRS complexes by in- 
farction are generally of less diagnostic significance 
although they may be quite helpful in estimating the 
acuteness of the process. Usually there is a progression 
of changes in which the S-T segments return to the 


baseline within a few days to a week or so following 
onset of the attack, followed closely by changes in 
configuration of T waves which tend to show a 
characteristically symmetrical contour, rather sharply 
pointed at the center of the waves. In leads where the 
T waves were formerly upright they become sharply 
inverted and may remain so for many months or per- 
manently, Serial electrocardiograms in cases of acute 
infarction enable one to observe these evolutionary 
changes which are of far greater diagnostic value 
than the findings on any single ECG. Rarely it may 
be necessary to record more than the usual twelve 
leads to demonstrate the significant abnormalities. 


Interpretation of the electrocardiogram in terms of 
diagnoses is based largely upon observations that ab- 
normalities of structure or function of muscle tissue 
are reflected in abnormalities in its electrical activity. 
Mechanical function, however, is not necessarily re- 
lated to electrical function, nor is the latter always a 
measure of the integrity of the myocardium or of its 
blood supply. Actually there are no electrocardio- 
graphic findings specific for myocardial infarction; 
strikingly similar S-T and T wave changes—and even 
complete loss of electrical activity of an area of 
muscle—can be produced by lesions of an entirely 
different nature.!,2,3 And of course a normal ECG 
in no way rules out significant coronary artery dis- 
ease; in this patient tracings both before and after 
exercise were normal a week prior to his anteroseptal 
infarction. It is largely because the electrocardio- 
gram has been interpreted in the light of the clinical 
and the pathologic findings that it has contributed so 
prominently to the diagnosis of myocardial infarction, 
a disease which only a few decades ago went virtually 
unrecognized. 
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PRESIDENT’S PAGE 


With the proportion of doctors to the number of patients in South 
Carolina being lower than any other state in the Union, it behooves us 
to analyze ways of meeting the needs until more doctors can begin 
practice. 


The goal could be more easily reached if each patient would 
select his own family physician prior to an illness. In such an arrange- 
ment an obligation develops on the part of the doctor. He must first 
know the family he is to care for; he must teach the family what it is 
to expect of him; he must inform the family of his office hours and give 
it prompt service. The doctor must assure the family that it can get 
emergency care when it is necessary, but that in turn the family must 
not take undue advantage of such services by postponing calls that 
logically should be cared for in the office. 


Many a young physician has been forced to leave smaller com- 
munities due to the fact that his predecessor had so much disorganiza- 
tion in the practice that the patients were poorly trained in regard to 
what they really desired or needed in the way of medical care. 


D. L. Smith, President 
South Carolina Medical Association 
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Editorials 


CHILD ADOPTIONS 
IN 
SOUTH CAROLINA 


Child adoption practices in South Carolina 
are accomplished by variable procedures under 
the same law. The first and only adoption law 
in South Carolina was enacted in 1881. 
Actually, Indenture and Deeding are still legal 
in South Carolina. Although the former is sel- 
dom used, loose adoption practices are preva- 
lent. The provisions of the law are, in principle, 
good; but unfortunately, the act is too loose 
and allows adoption to be consummated with- 
out supporting data of thorough investigation 
of child or parent so that the legal intentions 
may be nullified. 

Criticism, in the first place, springs from the 
indefinite time it takes to procure a baby 
through certain qualified state agencies be- 
cause of the long waiting period (up to 2 or 
3 years) while investigations of the baby and 
the parents-to-be are being carried out. Babies 
are generally in boarding homes while await- 
ing adoption. Parents who seek the child are 
under stress and frustration of uncertainty 
while the agency completes its investigation. 

Criticism, in the second place, springs from 
adoptions which the State may legalize under 
hurry-up practices, where, actually, complete 
investigation of baby and adoptive parents 
were not made. On the surface the law’s pro- 
visions may appear to be satisfied, but under 
these hurried circumstances the baby and the 
adoptive parents are both taking a chance and 
are unprotected, the baby by lack of thorough 
investigation of its new home or parents, and 
the adoptive parents by receiving a baby who 
has not been adequately cleared, either as re- 
gards family history or physical examination, 
or may not even have an irrevocable release 
from its natural parents. 

Criticism, in the third place, springs from the 
dilemma arising from the above circumstances, 
which drives or invites parents to seek the 


baby through the so-called grey or black 
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markets. The adoptive parents then are in a 
position to have the baby examined or not, but 
who is there to insist on thorough examination 
of the adopting parents. 

Actually, it appears that many adoptions are 
not carried out to afford full protection to 
child and parents as intended by the law. 

The following brief statistics are illu- 
minating: There were 1,030 adoptions re- 
corded in South Carolina in 1956; of these 831 
were white and 199 were colored. 285 adop- 
tions were under one year of age, as follows: 
Under one month of age—112 adoptions, 1 to 
6 months—135 adoptions, 7 to 11 months—38 
adoptions, so that the remaining 745 children 
were over one year of age when the adoption 
took place. 143 children were adopted out of 
the State, one out of the United States; 149 
adoptions were arranged by official state 
agencies, 7 by private agencies, and 974 were 
arranged independently. 

These brief figures cannot give a complete 
picture. Consideration of them by some may 
reveal weakness in legal process, and when 
reviewed by others the procedures are con- 
sidered satisfactory. It is only those who are 
actually working with adoptions on all levels, 
and those who are compiling analytical sta- 
tistics, who see the results of loose practice 
adoptions. 

After an adoption has been legalized and 
obvious recognizable defects of the adoptive 
parents or the home or the infant appear, then 
the suffering and regrets follow, with the child 
the loser. A complicated problem arises that 
should never have developed. The infant can- 
not ask for thorough study. The adopting pa- 
rents, under emotions and happy anticipation, 
are rarely objective or unselfish enough to in- 
sist on a careful investigation and complete re- 
lease from the natural parents, so that the 
adoptive parents live under constant fear of 
the baby being reclaimed. 

The actual pitfalls and suffering resulting 
from looseness of the present law are known 
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to only a few—those few who are called upon, 
for instance, to rescue a child legally adopted 
by a drunken parent, or to rescue a child 
legally adopted in an unfit home. 

There is no broadcast of these instances. 
These children cannot ask the State for better 
homes or better legal protection. This reform 
will have to be advocated by interested groups 
of citizens, who are willing to appeal to the 
Legislature and convince them of the loose 
adoption practices that lead to injustice day 
by day and place South Carolina near the bot- 
tom of the list of states. 

The physician may come into the picture in 
several ways. He may, unwittingly, have taken 
part in an adoption procedure which bypasses 
the intent of the law, believing that he was 
acting in the best interest of the baby and pa- 
rents. In a given case this may end happily, 
but in today’s increasing demand for babies, 
all kinds of schemes, all kinds of babies, and 
all kinds of homes are encountered. It becomes 
increasingly necessary that the same safe- 
guards—complete and thorough investigation, 
be applied in each instance. 

Again, it may be the physician’s unpleasant 
duty to tell the newly adoptive parents that 
the baby has an incurable condition which 
could have been recognized before adoption. 
Or, it may be his sad duty to inform the real 
parents that the adoptive mother has tuber- 
culosis, cancer, neuropsychiatric disease, or a 
condition that was recognizable before the 
adoption and which now makes another home 
for the baby imperative. 

The physician can lend his influence and ex- 
perience in advocating measures for adoption 
laws that safeguard more completely the child 
and the parents, and in the meanwhile support 
the intent of the present law. 

O. B. Mayer 


SOUTH CAROLINA EYE BANK, INC. 

The South Carolina Eye Bank, Inc., is 
operating in a safe and sane manner. This 
accomplishment is made possible by the cease- 
less efforts of a number of people, led on the 
ophthalmological side by Dr. John H. Young, 
chairman of the Eye Bank Committee of the 
South Carolina Eye, Ear, Nose and Throat 
Society. Lions International of South Carolina, 


led by Mr. William Dallis, is sponsoring the 
movement. The main office is in Columbia. 
The Nurses Association volunteers their 
answering service twenty-four hours around 
the clock. 

Ophthalmologists requesting eyes will call 
or write the Bank, which will file the requests 
in chronological order, except in cases of 
emergency. Donated eyes will be handled in 
the same manner. Ophthalmologists in various 
parts of the state are to act as regional direc- 
tors. These men will remove the donated eyes 
when called upon by the Bank. The coopera- 
tion of the donor’s physician is imperative, as 
the donor’s eyes must be removed within one 
hour of the donor’s death. The donor’s physi- 
cian should immediately notify the Eye Bank 
of a donor’s death. The Eye Bank in turn 
notifies the nearest ophthalmologist. He re- 
moves the eye and sends it to the next 
ophthalmologist on the list to receive one. It 
is anticipated that later through the coopera- 
tion of the Medical College there will be a re- 
search setup. 

Here may I appeal to all physicians of South 
Carolina to act as emissaries of the Eye Bank. 
These gentlemen, in well chosen words could 
effectuate the donating of more eyes than any 
other group. These men in a dignified and 
professional manner could also influence many 
to become members of the Eye Bank. 

Since this is a new effort in South Carolina 
and since it deals so intimately with both the 
living and the dead, some time will be re- 
quired to educate the public. A special form 
of will is used to legalize the donation of eyes. 
A pocket card certifying the will is carried on 
the person at all times. 

South Carolina is indebted to the Lions Club 
not only in matters of the Eye Bank but also 
in every phase of sight conservation. They are 
doing a great work in our state. They are to 
be congratulated on the way the publicity is 
being handled. The average layman has so 
many misconceptions of things medical that 
it is easy for him to expect the miraculous and 
the impossible. The Lions Club, as sponsors of 
the Eye Bank, set it up in close consultations 
with the ophthalmologists. The Club under- 
writes the money and the ophthalmologists do 
the work. 
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Everyone is urged to support the bank by 
contributions. Five types of memberships are 
listed. Please contact Mrs. William Dallis, 
South Carolina Eye Bank, Inc., 1506 Barnwell 
St., Columbia, S. C. Telephone Alpine 6-8227. 

Clay W. Evatt, M. D. 
Medical Advisor 
South Carolina Eye Bank, Inc. 


CYCLOPLEGIA AND THE 
OPTOMETRIST* 
A Question of Malpractice for the M. D. 

It has been brought to our attention that 
occasionally practicing physicians have been 
asked to administer cycloplegic drugs for 
optometrists so that the optometrist may then 
refract children and complicated cases in 
adults. It is also noted that certain physicians 
do not know that optometrists are not medi- 
cally trained and not legally allowed to use 
or prescribe drugs in any form, They are not 
doctors of medicine and only use the title of 
doctor because of state legislative action. 

Although this has happened in only a few 
isolated instances, the dangers involved are 
considerable. 

First, there are cases in which a cycloplegic 
may be disastrous, as in cases of glaucoma in 
which the patient might become blind. This 
is especially true of the narrow angle acute 
type of glaucoma in patients who may never 
have had a previous attack. This type of eye 
disease can be safely recognized only by a 
well trained ophthalmologist. 

Second, in the event of harmful effect mal- 
practice suits against the optometrist would 
not apply, as he is not a physician and did not 
prescribe the drug. The physician would bear 
the brunt of legal action and rightly so. 

Optometrists are not trained to the degree 
that they can judge the type of case needing 
cycloplegia and the great majority of them 
realize this and do not risk compromising a 
friendly physician in this way. 
®Modified version of an editorial by H. F. Hill and 


R. N. Dennis, published in the Maine Medical Jour- 
nal, February 1957. 


SCHOOL EXAMINATIONS 
How much are examinations of school chil- 
dren worth? The question of the value of 
routine physical examinations in primary 
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schools is achieving more attention as some 
doubt is cast on the returns from these pro- 
cedures. 

The old goal of trying to examine all the 
grades every year has long been abandoned 
as impractical. The system of lining up a class 
and rapidly assessing (often faultily) the state 
of the children’s tonsils has been put aside as 
inaccurate. There is a growing feeling that the 
only examination really worth while is that 
done properly by the family physician or 
pediatrician in his office, and that the school 
physician making mass examinations has little 
opportunity to make correct assessment of de- 
fects. 

An interesting view of school examinations 
might be based on an article published re- 
cently in the American Journal of Public 
Health.* This reports a series of careful, de- 
tailed, and time-consuming examinations made 
of children in the first and fourth grades. Im- 
pressions were developed as follows: 

Examination of the first grade was of little 
or no value if preschool examinations had been 
made, 

During the time between the first and 
fourth grade, only 14 per cent of the children 
had developed defects (“adverse conditions” ). 
However, only 4 per cent of the conditions 
were unknown or not under medical care. 

Of the 34 children representing the 14 
per cent, only 9 had defects which could not 
have been discovered by non-medical in- 
spection, and 8 of the 9 could have been 
identified by medical inspection alone. 

Put otherwise, 2263 examinations by a phy- 
sician were done to yield 9 children requiring 
attention, or, one child in each 251 examina- 
tions was found to need care. Such examina- 
tions seem to involve a high price in effort for 
a small return in accomplishment. 

*Am. J. Pub. H. 46:1533. Dec. 1956. 


INSPIRATION FROM RETROSPECTION 

Enmeshed in the many demands of daily 
practice, we often find it difficult to realize 
the rapid changes taking place in the practice 
of medicine. Yet, if we find time to look back 
over our careers, we cannot fail to be im- 
pressed with the differences between today 
and the “good old days”. It is more important, 
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though, that the medical profession look ahead 
to the future and furnish leadership and guid- 
ance based on the needs of today and the ex- 
perience of the past. 


Once medical practice consisted largely of 
a man and a black bag proceeding by slow 
conveyance from one residence to another. 
Now there are 156 varieties of medical and 
ancillary occupations listed in the Health 
Careers Guidebook. With the help of auxiliary 
workers and by securing public acceptance of 
office and hospital care, the modern physician 
extends his services to many more people. De- 
velopment of multitudinous diagnostic, pro- 
phylactic, and therapeutic aids has rendered 
his services spectacularly more effective. Free 
enterprise, insistence on quality, and material 
blessings have elevated American medicine to 
pre-eminence in the world. Our doctors and 
hospitals have ungrudgingly assumed much of 
the responsibility of providing health care for 
the indigent sick. 


Yet from time to time we hear suggestions 
for improvement of the social organization for 
health care. Patterns developed in foreign 
countries based on their unique past and pres- 
ent circumstances are studied. The false lure 
of “something for nothing” adorns many 
propositions. Seemingly minor developments 
form the entering wedge for expanding 
schemes. Some consumer groups seek to 
manipulate the social structure to their particu- 
lar advantage. 


We cannot ignore or blindly reject all such 
proposals. We must continue to give them 
serious consideration — trace their origin, 
weigh their pros and cons, evaluate their im- 
pact if effected, and give strong support or 
determined opposition. True leadership de- 
mands more than this. We must also continue, 
both individually and collectively, to devise 
ways to augment patient satisfaction with 
service rendered, facilities used, and method 
of payment. Only by concerted intelligent 
action can we fulfill our obligation to the medi- 
cal leaders of the past with our best effort to 
insure that the great traditions of American 
medicine are preserved in the advancing 
future. 


Leon Banov 


NEWS 


Although he has reached the age of mandatory re- 
tirement, Dr. L. A. Hartzog, of Olar, will continue to 
serve as director of the Bamberg and Barnwell county 
health departments. 

Dr. Hartzog, now 72, would have retired July 1— 
except for a special provision inserted by the Bamberg 
county delegation in the state appropriations bill. The 
law requires retirement of health officers at age 72. 
Dr. Hartzog, however, is specifically exempted from 
the requirement under the provision incorporated by 
the state money bill. 

For the past 48 years, Dr. Hartzog has been a 
practicing physician in Bamberg county. He was born 
at Govan, September 7, 1884, but moved to Olar and 
began the practice of medicine in 1909. Previously 
he worked for the Bamberg pharmacy and read medi- 
cine under Dr. B. D. Bronson before entering the 
Medical College of South Carolina, where he received 
his degree. 


Dr. C. Berwyn Rush has recently augmented the 
medical staff in Timmonsville and is associated with 
the Davenport Clinic. 

A former resident of Olanta and Lake City, Dr. 
Rush is a 1948 graduate of Davidson College, and 
was graduated from the Medical College of South 
Carolina in 1953. 


Dr. William Henry Breeland of Allendale was 
honored by his many friends with a reception on the 
afternoon of June 20th. The occasion being his 78th 
birthday. 

Dr. Breeland, a native of that section, became asso- 
ciated with his late father, Dr. W. H. Breeland, in 
the practice of medicine in the early part of 1900, 
shortly after his graduation in medicine. Since that 
time he has served the area faithfully and well, until 
recent ill health necessitated his retirement. 


5lst ANNUAL MEETING 
SOUTHERN MEDICAL ASSOCIATION 
Miami Beach, Florida 
November 11, 12, 13, 14, 1957 


A state rehabilitation center for alcoholics created 
by the recent General Assembly got a boost with Gov. 
Timmerman’s appointment of a board of directors. 

The assembly for years had by-passed efforts to 
establish a rehabilitation center for victims of liquor 
drinking, but this year created the board and appro- 
priated funds. 

A special bond act for permanent improvements at 
various state agencies included an item of $75,000 to 
establish the home. No site was designated, but it 
apparently will not be the now closed Confederate 
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Home across the road from the State Mental Hospital. 

However, it is possible the center will be located 
in the Columbia area where it could work with the 
mental hospital. 

The 1957-58 general appropriations bill included 

an allocation of $20,000 for the first year of operation 
of the center. It probably will take some time to 
select a location and equipment before operations 
start. 
The governor named a seven-man board, headed 
by Dr. W. R. Mead of Florence as member-at-large 
and chairman. The other six were chosen from the 
state’s several congressional districts. 


George S. Croffead, M. D. announces the opening 
of an office for the practice of Ophthalmology at 149 
Wentworth Street, Charleston. 


Dr. James F. Dorn has begun full-time practice of 
medicine in McClellanville. The area has been without 
a full-time physician since the death of Dr. James 
Scott, Jr. last February 7. 

Dr. Dorn is a graduate of the Medical College of 
South Carolina. He recently completed his internship 
at Roper Hospital. 


NATIONAL HEADQUARTERS 
SELECTIVE SERVICE SYSTEM 
Washington 25, D. C. 

1. The provisions of section 4 (i) of the Universal 
Military Training and Service Act terminated on July 
1, 1957. Effective that date, local boards ceased the 
special registration of physicians, dentists, and 
veterinarians and all further processing of special 
registrants. 

2. No registrant who has received the degree of 
bachelor of medicine, or doctor of medicine, or doctor 
of dental surgery, or doctor of dental medicine shall 
be ordered to report for induction or delivered for 
induction in filling the regular call for July 1957 un- 
less he is a delinquent or a volunteer. 


Dr. H. G. Hiers, Bamberg physician, was recently 
awarded a certificate of appreciation at a statewide 
meeting of Selective Service members and clerks. 

The certificate is in recognition of 15 years of un- 
compensated service as a medical advisor to Local 
Board 5, Bamberg, and bears the signatures of Presi- 
dent Eisenhower, Governor George Bell Timmerman, 
Jr., Gen. Lewis B. Hershey, national director of selec- 
tive service, and Lt. Col. James Hunter, state director 
of selective service. 


The Greenville County Medical Society passed this 
resolution on June 4, 1957: 

WHEREAS, two members of the Greenville County 
Medical Society have recently been unfairly and 
cruelly embarrased by a law suit without sufficient 
basis to even reach the jury, and 

WHEREAS, the two members have stood fast and re- 
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fused to give ground to such a charge of negligence 
or ineptitude and so doing have stood for us all; 
THEREFORE, be it resolved, that the members of 
the Greenville County Medical Society unanimously 
express our confidence in “these professional and 
ethical qualifications and also our appreciation of their 
courage in withstanding publically such baseless 
charges, and 

BE IT THEREFORE RESOLVED, that this resolu- 
tion be published in the Greenville County bulletin, 
the Journal of the South Carolina Medical Association 
and if possible, in the daily press. 


STATE BOARD OF HEALTH 


A regular meeting of the Executive Committeé of 
the State Board of Health was held on June 19, 1957. 
Representatives of the milk industry appeared before 
the Committee in connection with pending regulations 
regarding the addition of multivitamins to whole milk 
and skim milk. The following is a condensation of 
some of the pertinent statements made by these repre- 
sentatives: 

F. S. Hanckel, Coburg Dairies, Charleston—More 
milk is being sold when vitamins are added—this is 
definitely a selling point. 

Mr. Gwynett, West End Dairies, Charleston—These 
vitamins do not harm—one cannot get an overdose. 

Paul E. Peale, General Mills, Inc., Atlanta, Georgia 
—tThe fortifying of foods for humans is far behind 
that for animals. 

Dr. J. P. LeMaster, Dairy Department, Clemson Col- 
lege—Quoted Cornell authorities who do not look 
favorably on the addition of multivitamins to milk. 

Dr. J. H. Mitchell, Jr., Food Technology and Human 
Nutrition Department, Clemson College—Also quoting 
from Cornell authorities, does not advocate the ad- 
dition of multivitamins. 

Professor Ben E. Goodale, Dairy Department, Clem- 
son College—Stated that only twenty states authorize 
the addition of multivitamins to milk. He favors any 
gimmick that sells more milk, but is doubtful if the 
addition of vitamins is going to promote the sale of 
more milk. 

Mr. Calvin B. Reeves, Clemson Extension Service— 
Presented a summary of all states which have regula- 
tions on this subject. 

Mr. T. H. Burton, Southern Dairies, Inc.—Does not 
see the need for vitamin additions to milk. 

It was moved by Dr. Platt, seconded by Dr. King, 
that this Committee go on record as opposing the ad- 
dition of multivitamins and minerals to whole milk, 
other than the addition of 400 U.S.P. units of Vitamin 
D per quart. Passed. 

This motion was amended by Dr. Hanckel, 
seconded by Dr. King, that permission be granted to 
make such additions of Vitamins A and D to skimmed 
milk as may be necessary to bring it back to normal 
whole milk content of 4000 units of Vitamin A and 
400 units of Vitamin D. Passed. 
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The South Carolina Society of Internal Medicine 
was formed at the time of the last meeting of the 
South Carolina Medical Association and plans to be- 
come a part of the American Society of Internal Medi- 
cine. 

President—Dr. Ben N. Miller 
Vice-President—Dr. George R. Wilkinson 
Secretary-Treasurer—Dr. Richard M. Christian 
Council Members—Dr. Hugh Smith 

Dr. Robert Wilson 

The objects of this Society are to unite the qualified 
internists of the state in an organization for the further- 
ance of the practice of internal medicine, to encourage 
the study of the scientific, economic, social and politi- 
cal aspects of medicine in order to secure and main- 
tain the highest standards of practice in internal medi- 
cine, and to become a component society of the Amer- 
ican Society of Internal Medicine. 

Membership is limited to diplomates of the Ameri- 
can Board of Internal Medicine, or to Fellows of the 
American College of Physicians in the active practice 
of internal medicine. 


The 1957 winner of the $1,000 Prize Essay Contest 
sponsored by the Association of American Physicians 
and Surgeons was Miss Sonia Gustavson of Olivia, 
Minnesota, a talented 18-year old high school gradu- 
ate. Her essay gives a good exposition of the subject 
of “The Advantages of Private Medical Care.” Copies 
of the winning essay and rules of the 1958 contest are 
available from Dr. Thomas Parker, 110 South Calhoun 
St., Greenville, S. C. 


N. F. I. P. SURVEYS AFTERMATH OF 
POLIOMYELITIS 

A comprehensive survey to discover the rehabilita- 
tion needs of all patients in South Carolina who have 
had poliomyelitis is being conducted by the county 
chapters of the National Foundation for Infantile 
Paralysis. 

The survey is part of a nationwide project by the 
polio organization to compile a roster of cases of all 
ages and degrees of disability, regardless of date of 
onset of the disease. 

The object of the survey and compilation of the 
roster is to get those patients still in need of rehabilita- 
tion back to their doctors so that the treatment can 
be administered, Wilmer Sims, state representative of 
the polio foundation, informed Dr. D. Lesesne Smith, 
Jr., Spartanburg, president of the South Carolina Medi- 
cal Association. 

Mr. Sims discussed plans for the survey with Dr. 
Smith. A tabulation of the findings will be presented 
to the Medical Association as soon as available. 

Modern medicine has made impressive strides in 
developing new rehabilitation techniques in recent 
years, Mr. Sims pointed out. He said that pilot surveys 
already undertaken show that there are thousands of 
polio-handicapped in the United States, many of them 
in South Carolina, who have not yet had an op- 


portunity for medical re-evaluation to determine 
whether they might benefit from these new techniques. 

Some of the techniques employed for those disabled 
by polio and other causes were unknown or unused 
as recently as ten or even five years ago, he said. 

“We wish to find everyone who had had _ polio, 
whether paralytic or non-paralytic. The so-called 
non-paralytic cases occasionally turn up with muscle 
weakness in later years. We want to know the special 
problems of the post-polio patients, so that they may 
be helped to live useful lives.” 

The medical profession will be called upon by the 
county chapters for assistance in compiling the list of 
patients, as will the several state agencies involved 
in rehabilitation. 

Information sought for each patient includes indica- 
tion of whether or not he is employed, attends school, 
can climb stairs and dress himself, receives regular 
treatment and uses a breathing aid. 


Announcing 
the 
Third Annual 
MEDICAL-HOSPITAL SESSION 
of the 
SOUTHERN CONSUMER CREDIT CLINIC 


at 
Hotel Charlotte, Charlotte, N. C. 
Dinner-Dance, Tuesday Evening, September 24 
Workshop Program & Luncheon, 
Wednesday, September 25 

No professional speakers. Strictly a workshop program, 
directed toward assistant hospital administrators and 
office employees of hospitals and physicians. 
Lectures by qualified persons, panels and audience 
participation on such problems as welfare matters, 
collections, credits, office operations and medical- 
hospital insurance. 
You are invited to send as many of your staff as pos- 
sible. Communicate with Gray Duval, Southern 
Consumer Credit Clinic, P. O. Box 1599, Charlotte 1, 
North Carolina for reservations. 


Dr. Edward M. Burn of Columbia was elected 
president of the Southeastern Society of Neurology 
and Psychiatry at the 39th clinical meeting held re- 
cently at Augusta, Ga. . . . Dr. Burn, a senior assistant 
physician, women’s service, Columbia Division, South 
Carolina State Hospital, has been on the medical staff 
there since August 1948. . . . Elected as vice-presidents 
were Dr. Lawson H. Bowling, clinical director, Colum- 
bia Division, S. C. State Hospital. . . . Dr. William G. 
Morehouse, a senior assistant physician, Columbia 
Division, S C. State Hospital, was elected secretary- 
treasurer. 


DR. L. L. RICHARDSON, 90 
The community of Simpsonville has just paid fitting 
tribute to its first citizen, Dr. L. L. Richardson, on 
his ninetieth birthday. 
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Still an active practitioner in medicine, still mayor 
of his town after 40 years, still a force for all things 
of benefit to his people, we may well ask how has he 
continued this amazing performance. 

We would venture one explanation. Dr. Richardson 
has lived his life a bit more in the future than in the 
present. He has geared his outlook to things to come, 
remaining unsatisfied with things as they might be at 
the moment. 

This maintenance of an interest in life ahead, this 
pressing forward, this tendency to put the past behind 
keeps many alive today who might lose _life’s 
momentum were they to permit their years to become 
shackles. 

A human who ever keeps a tight rein on himself, 
which in turn elevates his eyes and thoughts to the 
future is unlikely to falter as time moves on. It may 
not always be possible to ignore years but they do not 
have to be used as excuses. 

Back in the days of horses, a good rider always 
kept a tight rein on his mount to help the latter avoid 
serious stumbles or floundering. A human being can 
accomplish much the same for himself by keeping the 
controlling reins of his life tight enough. 

Greenville (S. C.) Piedmont 


Dr. Earle Hodge of Cheraw has left for Brooke 
Medical Center, San Antonio, Texas, for a tour of duty 
with the Medical Corps of the U. S. Army. Dr. Hodge 
has a rank of captain. 

Hodge Clinic on Market Street will remain open 
and Dr. John M. Ervin, who recently set up a partner- 
ship with Dr. Hodge, will run the clinic and treat Dr. 
Hodge’s patients in his absence. 


J. Lloyd Mims, M. D. announces the opening of his 
office at 63 Rutledge Avenue, Charleston, S. C. Prac- 
tice limited to diseases of the skin. 

Dr. Mims is a diplomate of the American Board of 
Dermatology. 


O. Paul Buchanan, M. D. announces the opening of 
his office for general practice at Darlington Apartment 
Building, King and Mt. Pleasant Streets, Charleston. 


ASIATIC INFLUENZA 

There was the possibility that with Congress in 
session through most of the summer a vast federal 
program would be set up, with the U. S. purchasing 
and allocating the vaccine. It was heartening to the 
medical profession that this possibility was pretty well 
eliminated in the early stages when the Department 
of Health, Education, and Welfare announced the 
following as official policy: 

“The Public Health Service, in cooperation with 

the medical profession, will stimulate and promote 
_ a nationwide voluntary program of vaccination 

against the prevalent strain of influenza. It will 

not, however, request federal funds for the pur- 

chase or administration of vaccine—except for its 


SEPTEMBER, 1957 - 


own legal beneficiaries. The State and Territorial 
health officers and the American Medical Asso- 
ciation have jointly assured the Surgeon Général 
that community resources, both public and pri- 
vate, will be mobilized to provide vaccinations for 
persons who are unable to pay for such pro- 
tection.” 

This policy was reaffirmed later by the White House, 
when the President asked for half a million dollars to 
finance the additional work for Public Health Service. 
The White House statement said flatly that it did not 
plan to have the federal government buy vaccine. 


DEATHS 


DR. C. C. HORTON 

Dr. C. C. Horton, 66, well-known Pendleton physi- 
cian, died unexpectedly June 27 in Denver, Colo., 
while on a tour of the west. 

Dr. Horton was stricken, presumably with a heart 
attack, at the home of a cousin, Ed Horton in Denver, 
where he and his wife and a niece, Miss Ethel Stead- 
man were visiting. 

News of Dr. Horton’s unexpected passing will be 
received with deep regret by countless friends. He 
was born and reared in the Lebanon section of the 
county. Dr. Horton graduated from Emory University 
Medical School, and located in Pendleton after com- 
pleting his medical course. He had practiced his pro- 
fession there since that time. 


DR. FRANK MARION DANIELS 

Dr. Frank Marion Daniels, 49, a physician of Green- 
ville since 1932, died June 27 following several months 
of declining health. 

He was a native of Dexter, Ga. He was educated at 
the University of Georgia, where he finished the 
medical college. He came to Greenville and was at 
General Hospital as an intern and then resident physi- 
cian before opening his office. 

He was a member of the Greenville County Medical 
Society, the South Carolina Medical Association, the 
American Academy of General Practice, the American 
Medical Association, and the Greenville Kiwanis Club. 


. ANNOUNCEMENTS 


PROGRAM FOR 1957 
ANNUAL MEETING OF THE 
SOUTH CAROLINA CHAPTER OF THE 
AMERICAN ACADEMY OF 
GENERAL PRACTICE 
October 3, 1957 

“Acute Nephritis in Childhood” 

Dr. Weston M. Kelsey, The Bowman-Gray School of 
Medicine 

“Obstetrical Management of the Primigravid Woman” 
Dr. Isadore Dyer, Tulane University School of Medi- 


cine 


— 


“Dermatologic Therapy in General Practice” 
Dr. Harry M. Robinson, University of Maryland 
School of Medicine 
“Left Heart Failure” 
Dr. Benjamin Manchester, ontaaen. D. C. 
“Uses and Limitations of Tranquilizing Drugs” 
Dr. David R. Hawkins, The University of North Caro- 
lina School of Medicine 
Luncheon—1:00 p. m. 
Porter W. Carswell, Waynesboro, 
in Childhood” 
Dr. Weston M. Kelsey, The Bowman-Gray School of 
Medicine 
“Management of Emergencies During the Third Stage 
of Labor and in the Immediate Puerperium” 
Dr. Isadore Dyer, Tulane University School of Medi- 
cine 
“The Value of Anticoagulant Therapy ir Thromboem- 
bolic Disorders” 
Dr. Benjamin Manchester, Washington, D. C. 
“Accidental Poisoning in Children” 
Dr. Julian Price, -~om South Carolina 
Cocktails—6:30 p 
Compliments of Mr. Russell Jones and Mr. Park Mc- 
Kinney of the B. F. Company. 
Banquet—8:00 p 
Dr. Malcolm Phelps, President 
American Academy of General Practice 


October 4, 1957 

“Newer Drugs in Anesthesia” 
Dr. G. P. Cone, Orangeburg, South Carolina 
“Cardiac Pain” 
Dr. Edward S. Orgain, Duke University School of 
Medicine 
“Adult Immunization or The Neglected Age of Man” 
Dr. S. F. Ravenel, Greensboro, North Carolina 

Gallbladder” 
Dr. R. L. Sanders, Sanders Clinic 
“The Treatment of Hypertension” 
Dr. Edward S. Orgain, Duke University School of 
Medicine 
Luncheon—1:00 m. 

2:30 p. m.—“The G. P. as the Surgeon Sees Him” 

Dr. R. L. Sanders, Sanders Clinic 


PROGRAM 
PIEDMONT POST-GRADUATE 
CLINICAL ASSEMBLY 
SEPTEMBER 18-19, 1957 
CLEMSON HOUSE 
CLEMSON, SOUTH CAROLINA 


Wednesday, September 1957 

1:50—Invocation: Rev. J. Lupo, Pastor Trinity 
Methodist Church, 

2:00—Dr. William S. Kroger, Chicago, Assoc. Prof. of 
OB. & Gynocology, Chicago Medical School. 
“Hypnotherapy in Psychosomatic Obstetrics & 
Gynecology.” 

3:00—Intermission 

3:15—Dr. Thomas R. Gaines, Past President S. C. 
Medical Assoc., Anderson, S. C 
“Glaucoma in General Practice.” 

3:45—Dr. Arthur Merrill, Associate Prof. of Clinical 
Medicine, Emory University. 
“Acute Renal Failure.” 

4:15—Dr. Richard Blumberg, Dept. of Pediatr‘cs, 
Emory Univ. 
“Diagnosis and Management of Primary Tuker- 
culosis in Children.” 

4:45—Dr. Charles E. Flowers, Jr., ‘yee Prof. of 
OB. & Gyn., University of N. C 
ogical Surgery During Childbearing 
ge 


5:45—Questions and answers. 
6: 00—Social hour. 
00—Dr. Goeffrey T. Mann, Chief Medical Examiner, 
State of Va., Richmond. 
“Forensic Medicine: The New Approach.” 
Thursday, September 19, 1957 
2:00—Dr. John R. Lewis, Plastic Surgeon, Atlanta. 
“Injuries of the Face.” 
2:30—Dr. Robert Lich, Prof. of Urology, University of 
Louisville. 
“Bladder Dysfunction.” 
3:00—Dr. Arthur Merrill: 
“Chronic Renal Problems.” 
3:45—Dr. Richard Blumberg. 
“Variations in Gamma _ Globulin Levels and 
Resistance to Infection 
4:15—Dr. H. R. Pratt-Thomas, Med. College of S. C. 
Panel Discussion: Dr. Charles E. Flowers & 
Others. 
“Carcinoma of Cervix, in Situ.” 
5:15—Questions and answers. 
6:00—Social hour. 
7:00—Banquet. 
8: 00—Dr. Robert Lich, Rose E. Ramer Lecture. 
“Urologic Cancer.” 


BOOK REVIEWS 


THE PREMARITAL CONSULTATION. By Abra- 
ham Stone, M. D. and Lena Levine, M. D. Grune & 
Stratton, 1956 New York. Price $3.00. 

This 85 page volume is described as a manual for 
physicians. It is an excellent summary of and guide to 
the requirements for premarital advice. It is written 
simply and could easily be loaned by a physician to 
his patient. Certainly its estimate of the two hours 
needed for interviews is more than the average patient 
can afford to pay for or the average doctor to spend 
except under unusual circumstances. It offers the 
ideal, from which the practitioner may choose what he 
considers the most essential. The reviewer is 
sufficiently reactionary, however, to feel qualms as to 
the advisability of describing the function of the 
clitoris to a prospective groom in the presence of his 
fiancee; i. e., the reviewer does not subscribe to the 
double interview except for philosophic advice. The 
appended summary of state marriage laws and contra- 
ceptive laws is valuable. The book is well worth three 
dollars and even more as an addition to a medical 
library. 

James Wilson, M. D. 


EPILEPSY—GRAND MAL, PETIT MAL, CON- 
VULSIONS by Letitia Fairfield, C. B. E.. M. D., 
D. P. H. Philosophical Library Inc., New York 1957. 
Price $4.75. 

This little book ‘discusses for the layman the prob- 
lems of epilepsy, both medical and sociological. The 
picture is presented lucidly and adequately. Individual 
and community care are discussed, especially as re- 
gards resources in Britain. A section of questions and 
answers covers the chief problems which come to the 
minds of patients and parents. The latter part of the 
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book gives a useful picture of the situation in England. 
Much of the sociological aspect discussed is not ap- 
plicable to us in this country. 

J. Ww. 


SURGERY—PRINCIPLES AND PRACTICE, J. 
Garrott Allen, Henry N. Harkins, Carl A. Moyer, and 
Jonathan E. Rhoads, pp 1945, J. B. Lippincott, Phila- 
delphia 1957. Price $16.00. 

Here is a completely new and comprehensive book 
on the broad field of surgery. The important general 
principles in the handling of surgical disorders are 
exceptionally well presented in systematic fashion in 
the first third of the book as well as emphasized in 
topical consideration of organs and organ systems in 
the remainder. The four authors and their contributors 
are teachers by trade and have accomplished a profes- 
sional job with this volume of instruction for the stu- 
dent of surgery age 20 to 90. The undergraduate will 
find this a highly useful text. The resident and the 
practicing surgeon should have it as a reference and 
review facility; for it will save many a trip to the 
library when some topic of concern arises. 

The table of contents and the adequate index are 
well arranged and permit ready access to information 
desired at the moment. The 623 illustrations are clear 
and well chosen. It is refreshing to note omission of 
photographs seen in some texts of rare and curious 
diseases which have become the particular pet of the 
author who has happened to encounter them. The 
illustrations in this book are directed to augment the 
printed word in the comprehension of the subject at 
hand. 

The chapters include four on fractures and one each 
on the female reproductive, genito-urinary and ner- 
vous systems. The authors are among those who be- 
lieve that the general surgeon need not hole up in and 
about the umbilicus in a last retreat against the on- 
slaughts of super-specialism or, at least, he may send 
out scouting parties to find out what the advocates of 
partition are up to. The complete specialist has been 
compared to a bird who hops out to the utmost branch 
of the tree and twitters in a language no one else can 
understand. The broad frame of reference and clarity 
of presentation qualify this book for usefulness on all 
levels of surgical training and experience. 

For a first edition there are remarkably few errors, 
typographical or otherwise. This reviewer would pick 
one small quarrel with an old friend and former col- 
league in reference to the brief paragraph on the rela- 
tion of age to wound healing. The uninformed reader 
might get the mistaken impression that wounds in 
older patients heal poorly. The whole field of surgery 
in the aged deserves emphasis because of the wide- 
spread belief that advanced age per se is a contra- 
indication to necessary operation. 

This book is recommended as a must for the prac- 
ticing surgeon and as a highly useful source of in- 
struction for the medical student and house officer. The 
price seems extremely modest in view of the com- 
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prehensive contents. It should rapidly assume a posi- 
tion among the most widely used textbooks of surgery. 
Fred Kredel, M. D. 


CHILDRENS’ EYE PROBLEMS. By Emanuel 
Krimsky, M. D. Grune & Stratton, Inc. 1956—New 
York. Price $6.00. 

The material in this book‘is presented in a very 
practical manner. It is also written in popular style 
so that even a layman might understand much of its 
contents. It probably covers more subject matter, 
though some of it is in almost outline form, than most 
texts under this title. 

For the pediatrician and general practitioner, the 
reviewer thinks that the aim of the author has been 
accomplished, viz: “to provide a practical, usable guide 
to the understanding of childrens’ eye problems.” 

The ophthalmologist will find it a handy brief refer- 
ence text. 

Some instances of faulty proof reading were found, 
viz: spelling, a mislabeled paragraph, and an un- 
finished sentence. 

Pierre G. Jenkins, M. D. 


CLINICAL EXAMINATIONS IN NEUROLOGY. 
By Members of the Sections of Neurology and Section 
of Physiology, Mayo Clinic and Mayo Foundation for 
Medical Education and Research, Graduate School, 
University of Minnesota, Rochester, Minnesota. W. B. 
Saunders Company, Philadelphia 1956. Price $7.50. 

This book is a welcome addition to the neurological 
literature. It is a factual outline of the practical com- 
ponents of the neurological examination. It presents 
chapters covering not only the usual components of 
the neurological examination as history, cranial nerves, 
motor, sensory examination and reflexes, but also has 
concise presentations of chapters on examination in 
certain pain problems, electromyography, electro- 
encepholography, biochemical and pharmacologic aids 
in neurological diagnosis, language defects and an ex- 
cellent section on muscle testing. 

This book is recommended not only for those in the 
neurological specialties, but for the medical student, 
house officer and those in clinical practice who often 
use all or some portion of the neurological examina- 
tion. 


Luther C. Martin, M. D. 


SOUTH CAROLINA STATE BOARD 
OF HEALTH 
SUGGESTED TREATMENT SCHEDULES FOR 
VENEREAL DISEASE 
Revised—July 1, 1957 
SYPHILIS 
Preparations Used 
1. Procaine penicillin G in Oil with 2% aluminum 
monostearate added, each cc containing 300,000 
Units. 
2. Bicillin (benzathine penicillin G) 


A. Penicillin 

1. Primary and Secondary Syphilis 
Day 
Ist—2.4 million U 

(8cc—4 cc in each hip) 
4th—1.2 million U (4 cc) 
8th—1.2 million U (4 cc) 

2. Other Syphilis (Except Symptomatic Neuro- 
Syphilis and Congenital Syphilis. ) 

Day 

lst—2.4 million U (8 cc) 

4th—2.4 million U (8 cc) 

7th—2.4 million U (8 cc) 
10th—2.4 million U (8 cc) 

(It is believed that 3 doses of 2.4 million units 
should be sufficient. However, the 4th dose on 
the 10th day may be given as an added pre- 
caution. ) 
B. Bicillin 

If Bicillin is used in lieu of penicillin in oil, the 
dosage is reduced by one half, and in primary 
and secondary syphilis may be given as a single 
injection. In other words a single injection of 
2.4 million units (8 cc) of Bicillin would con- 
stitute our recommended treatment for either 
primary or secondary syphilis. 

For other syphilis the dosage of Bicillin is also 
one-half the dosage shown for penicillin. 

8. In Symptomatic Neuro-Syphilis each case should 
be handled individually and treated on its own 
merits. State Hospital should be considered. 

4. Congenital Syphilis—Treatment in children 
weighing under 90 lbs. is best given on the basis 
of weight—a total dose of 100,000 units peni- 
cillin per kilogram, or 50,000 units of Bicillin per 
kilogram being administered in divided doses 
over a period of 5 to 14 days. 

Penicillin-Sensitive Patients 

Aureomycin, Terramycin, or Chloromycetin 
may be given in lieu of penicillin, in doses of 0.5 
gram (500 mg.) four times daily for 8 days— 
(total 16 gms). 


GRANULOMA INGUINALE 
Out-Patient Single daily injections of 2 grams 
streptomycin dihydrochloride for 10 days, making a 
total of 20 grams. 

Aureomycin or Terramycin may be used in lieu of 
streptomycin. The dose is 0.25 gram (250 mg.) given 
as one capsule, four times daily for 12% days (total 


12.5 gms.) Both of these drugs are given orally but 
we do not in general advocate their use for two 
specific reasons: (1) The drugs are expensive (2) 
The average granuloma patient comes from a rela- 
tively low order of society and the carrying out of 
correct dose schedules by such a class of patients is 
questionable. The State Board of Health accordingly 
does not stock these drugs. 

The patient should also receive sitz baths twice daily, 
consisting of seven 5-grain tablets of potassium per- 
manganate in a wash tub of water. 


CHANCROID AND LYMPHOGRANULOMA 
VENEREUM 
First dose—4 grams sulfadiazine with equal amount 
of sodium bicarbonate. Subsequent doses starting 6 
hours after initial dose—1l gram sulfadiazine with 
equal amount of sodium bicarbonate 4 times daily for 
5 days. 


GONORRHEA 

A case of acute gonorrhea, in the absence of any 
other symptoms or lesions, should be treated without 
delay. Before administering penicillin, however, a 
blood specimen should be drawn and submitted for 
serology, then the patient is given penicillin as fol- 
lows: 

Male — 1,200,000 (4.0 cc) Units 
Female — 1,800,000 (6.0 cc) or 3 cc in each hip 

If genital lesions are present they should be re- 
garded as syphilitic lesions until proven otherwise. 
Such proof would lie in history, thorough physical ex- 
amination, darkfield examination, serology, skin tests 
to rule out chancroid disease and lymphogranuloma 
venereum, and smears for Donovan bodies. It is ex- 
tremely ill-advised to administer penicillin to such 
cases until a darkfield examination has been made, 
for the reason that penicillin would nullify the pos- 
sibility of finding the spirochetes (or treponema) even 
though the lesions be those of syphilis. This would 
also apply to secondary lesions, whether genital or 
otherwise. In view of this, it would be unwise to ad- 
minister any treatment to such cases, unless it be the 
intention of the local Health Department to give a full 
course of anti-syphilitic treatment to such individuals. 

If the type case mentioned in paragraph two is to be 
referred to a private physician, then again it would 
be ill-advised to give such patient penicillin, because it 
would make the diagnosis with regard to concomitant 
syphilis just as difficult for the private physician. 
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ONE HUNDRED AND NINTH ANNUAL SESSION 


OF THE SOUTH CAROLINA MEDICAL ASSOCIATION. 


HOUSE OF DELEGATES 
MYRTLE BEACH, S. C., MAY 1, 1957, OCEAN FOREST HOTEL 


(Continued From August Number) 


HOUSE OF DELEGATES 
Wednesday, May 1, 1957, 9:30 A.M. 
Dr. William H. Prioleau, Presiding 


THE CHAIR: Gentlemen, will you please come to 
order. 
Is there any report from the Credentials Committee? 
If not, there is apparently a quorum present so we shall 
r 
The first order of business is hearing the reports from 
the reference committees. These reference committees 
were appointed to prevent hasty action by the Associa- 
tion. The reference committees have given considera- 
tion, time and thought to the different resolutions and 
reports which were presented to them yesterday. As 
each reference committee had a number of subjects not 
necessarily closely related, each subject shall be con- 
sidered separately. And in giving the report of the com- 
mittee, rather than have the committee chairman read 
the report as a whole it will be better that he report on 
each subject and that be disposed of at the time, for 
there would be nothing gained in reading the report 
and then going back. Once the report has been read 
the particular subject will be open for discussion by 
the House. 
The report of a reference committee can be approved 
or not, but the subject does not have to be decided in 
that manner. The resolutions can be modified on the 
floor. The reference committees have, of course, made 
certain modifications so further modifications can be 
made on the floor because in any case this House 
has the final say, and is responsible for the final work. 
Needless to say any modifications have to be pertinent 
and within the scope of the subject. 
We shall ask that discussion be kept to the point. We 
never know how much ground has to be covered at this 
meeting. 
We shall try to proceed according to parliamentary law, 
as that of course is the means of expediting the work. 
We shall ask that the use of the motion to “table” be 
not abused, that it be limited to its proper use. Its 
proper use is not to cut off discussion. Should it be 
used in that way, bear in mind (whoever made it) 
that the subject is not necessarily through, it can be 
brought up again. Should you feel that discussion is 
getting long and wish to cut it off, the more direct way 
is to move the previous question or simply to request 
to move that discussion be stopped. It is the same 
idea, and that, of course, requires a two-thirds vote. 
The reports of the reference committees will be con- 
sidered according to the listing on that blackboard, 
unless there is no objection, that is not the order in 
which they are printed in the program but if there is 
no objection that is the order in which they were 
assigned. 

We will ask the Chairman, Dr. Henry Robertson, for 
the report of his committee on Miscellaneous Business. 
REPORT OF REFERENCE COMMITTEE 
MISCELLANEOUS BUSINESS 
DR. ROBERTSON: The committee on Miscellaneous 
Business had several items referred to it most of which 

are not controversial. 
The first item, Mr. President and members of the 
House of Delegates is the excellent report of Mr. M. L. 
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Meadors, Executive Secretary of the Association. This 
report was received and recommended for approval. 
The report is further evidence of the great energy and 
admirable efficiency of Jack Meadors, whom the mem- 
bers of the Association have come to regard with both 
affection and admiration. 

Mr. President, we move the acceptance of his report. 
THE CHAIR: You have heard the motion and if there 
is no objection the report is accepted as recommended. 
DR. ROBERTSON (Cont.). “The reports of your dele- 
gates to the A. M. A., Dr. William Weston, Jr., and 
Dr. George Dean Johnston, were well chronicled, and 
the Association is fortunate to be so ably represented.” 
The committee recommends approval of these reports. 
THE CHAIR: If there is no objection these reports 
are approved. 

DR. ROBERTSON (Cont.). The committee had pre- 
sented to it the resolution that the South Carolina 
Medical Association endorse the efforts of the State 
Committee on Adoption, which committee is not a 
medical committee, is not connected with this Associa- 
tion, is not connected with the Children’s Bureau and 


is an independent lay committee which is striving to’ 


improve the adoption situation. Your reference com- 
mittee recommends that this resolution, endorsing these 
efforts, be approved. 

THE CHAIR: Is there any discussion of this? Would 
anybody like the resolution read? It was read yesterday. 
If not, if there is no discussion—this will be approved 
if there is no objection. 

DR. ROBERTSON: (Cont.) “The report of the Com- 
mittee on Veterans’ Affairs, Dr. L. P. Thackston, Chair- 
man, is approved with the recommendation that the 
committee be discharged with thanks.” (See June 1957 
Journal). 

THE CHAIR: Is there any discussion? If not, the report 
is accepted, as read. 

DR. ROBERTSON: (Cont.) “The report of the Com- 
mittee on Historical Medicine, Dr. J. I. Waring, Chair- 
man, is recommended for approval, including the ap- 
propriation of $500.00 requested by the committee 
toward publication of a History of Medicine in South 
Carolina.” 

THE CHAIR: You recommend the approval of that? 
DR ROBERTSON: We recommend the approval of 
the report including the appropriation of $500 as re- 
quested in the report. 

THE CHAIR: And that has been approved by Council. 
The question comes up, Dr. Cain, whether the House 
has authority to make an appropriation or does the 
Council, only? 

DR. CAIN: I think the House can do anything they 
want. 

THE CHAIR: All right, then what is the pleasure of 
the House, the House has the power of approving that 
recommendation, what is your pleasure? 

Motion was made by Dr. Shealy (Kirby D.) that it 
be adopted, this was seconded, there was no discussion, 
vote was taken, the ayes have it and it was so ordered. 
DR. ROBERTSON: (Cont.) “The report of the Com- 
mittee on Rural Health, Dr. W. M. Bennett, Chairman. 
We move the adoption of this report as submitted.” 
THE CHAIR: Any objection to the adoption of that 
report? It is adopted as submitted. 
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DR. ROBERTSON: “The report of the Committee on 
the Care of the Indigent, Dr. Ben N. Miller, Chairman.” 
Now, this report, as the others were, was published 
in the Journal and the report goes back and outlines 
the progress of similar proposals over the past few 
years. And I think, since this is more or less of a con- 
troversial subject, that this past history ought to be 
briefly outlined. In essence, this is a proposal to pro- 
mote efforts to secure state funds and federal funds, 
federal funds actually to be matched by state funds 
for the care of the medical indigent. This matter has 
come up almost annually and the Committee on In- 
digent Care of 1956 reported back to the House of 
Delegates of the South Carolina Medical Association 
that each township or County should take care of its 
own indigent patients, and that efforts should not be 
made to secure federal funds, that have to be matched 
by state funds. Now, the report of the Committee this 
year makes three (3) recommendations: 

1. That a Standing Committee on Indigent Care be 
appointed and that appropriate changes be made in 
the Constitution and By-Laws for the establishment of 
such a committee. 

2. That the House of Delegates instruct its council, 
legislative committee, and attorney to make concerted 
effort to influence legislation that will allow South 
Carolina to receive its proportionate share of the wel- 
fare and public health funds where matching state 
funds are required. 

3. A proposal is made that the state vote matching 
funds to the community and counties so burdened with 
the problem of indigent medical care. 

Now, your Committee went into this at length and 


’ we are opposed to the recommendation of this com- 


mittee, that is the Reference Committee is opposed 
to the recommendation of the Committee on Indigent 
Care. We feel that the problem of care of the indigent 
is a problem of the county or the locality, whose 
agencies are better qualified to establish the need and 
the status of any individual who may need free medical 
attention or free hospitalization. 

We feel further, that if the counties certify individuals 
for free hospitalization with the knowledge that that is 
going to come out of state and federal funds that there 
will be a tremendous increase in the amount of relief 
money so spent, and your committee, therefore, dis- 
approves of the recommendations of the Committee on 
Indigent Care and moves that this report not be adopt- 
ed. (The motion received a second) 

THE CHAIR: That motion is seconded, it is now open 
for discussion. 

DR. BEN MILLER (recognized). Dr. Prioleau, mem- 
bers of the delegation, with me, there has been very 
few occasions that I have had the need to come before 
this group to present a problem or to defend a report 
that has already been given. Last night I did not get to 
attend the hearing for I had my own Committee on 
Council and Officers, but I feel like the problem was 
well presented as I have heard from the committee 
and I feel that the pros and cons have been considered 
fairly. 

When I was appointed to this committee my immedi- 
ate feeling was this was something we could brush off 
very lightly, but when you go back and read the min- 
utes of the last few years you find that we have taken 
a very vacillating sort of position on this thing here 
on a legislative level and in consequence in one year 
we have a proposal and it would come out of committee 
and be received as information; and the next year it 
would be passed and the next year it would be re- 
jected, and even on one occasion it went into refer- 
ence committee and was never reported out of refer- 
ence committee. So, I feel that we are certainly not 
taking the leadership of the range in legislative affairs 
in this very wide field. 


Now, this field may, on the surface appear very narrow 
but it is very wide, particularly since the participation 
of federal agencies and since the large group of people 
retiring on disability and people retiring on old age 
pensions. Because it is a one-way affair—we are send- 
ing money out of the state to these federal agencies 
and we are able to get them back on a certain rate 
and under certain consideration and we are passing up 
on the consideration. Possibly this is premature to ask 
for Part 2 and 3 of this report because the thing is now 
in the state of flux. Even some of the state agencies 
don’t know what could be done and they do not know 
how much money we are passing up. I did some foot 
work on this to try to get the facts and actually some 
of the state agancies don’t know quite where they 
stand on funds that they have coming to them and 
funds that they are having to return because of failure 
to match the funds. So, as I say, Part 2 and 3 may be 
premature and I shall not contend that they should be 
passed particularly in view of the action of the refer- 
ence committee, however, Part 1, I think is pretty im- 
portant in our organization. If you take the occasion, 
as I have, and go back and read the minutes of the last 
few years you will find, as I stated in the beginning, 
that there is a vacillating type of leadership in our 
society in the legislation referring to indigent care. 
So, I would like to bring this back under discussion 
and at the proper time, and when the motion of the 
reference committee has been considered and discussed, 
that this Part | be put up for general vote among 
the delegates of this convention. 

THE CHAIR: Thank you, Dr. Miller, would you be 
kind enough to state point (1), if there is no objection. 
This had better be divided into sections. 

DR. MILLER: You mean the only one that I want to 
contest 

THE CHAIR: That is right. 

DR. BEN MILLER (Reading from his report published 
in the April 1957 issue of the Journal) 

“It is recommended that a Standing Committee on 
Indigent Care be appointed to be composed of five 
representative members of the profession with the 
ultimate aim that each member serve for a period of 
five years. It is suggested that an appropriate amend- 
ment to the Constitution and By-Laws be prepared to 
set up such a committee, the initial group to serve on 
a staggered basis with the ultimate aim as above ex- 
pressed.” 

THE CHAIR: Dr. Miller did you mean that to be a 
Special Committee for this year and then if it is seen 
fit to go into it further? 

DR. MILLER: To facilitate it, I think it would have 
to be. 

THE CHAIR: A Special Committee this year? 

DR. MILLER: Yes, and after that a Standing Commit- 
tee on a staggered basis, so that there can be old mem- 
bers on it at all times, so this will not occur. 

THE CHAIR: The discussion is limited to this one 
recommendation. Is there any further discussion of 
this one recommendation? If not, those in favor — Is 
there a motion to adopt this one recommendation? 
DR. BEN MILLER: I would like to so move. 

THE CHAIR: Dr. Miller so moves, is there a second 
to it? 

Delegate from Floor: There is a motion before the 
House. 

THE CHAIR: That is correct, the motion was made 
to reject the whole report. Now, we revert to that mo- 
tion, Dr. Miller’s discussion is pertinent to that original 
motion. Are you ready for the motion as originally 
made or is there any further discussion? 

DR. GUESS: Mr. President, I move the original motion 
be amended to exclude Section 1 of the recommenda- 
tion? (This motion was seconded by Dr. Wyatt.) 
THE CHAIR: Is there any discussion of this amend- 
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ment? If not, those in favor say “aye”, those opposed 
“no” (no vote). The ayes have it and it is so ordered. 
Now, those in favor of the original motion, as amend- 
ed, the original motion rejects the rest, that is as re- 
gards present consideration — is there any further dis- 
cussion of this? (There was none). Those in favor of 
that say “aye”, those opposed “no” (There were no 
negative votes). The ayes have it and it is so ordered. 
Now, the floor is open for any further motion. 

Dr. Miller, if you wish to state your motion. 

DR. MILLER: I would like to move that Part (1) of 
this report which I read, be adopted. (This was sec- 
onded). 

THE CHAIR: Is there any discussion of this motion? 
DR. NORMAN O. EADDY (Sumter): Just as a matter 
of form, does this represent an amendment to the 
Constitution? 

THE CHAIR: No, it has been changed to be a Special 
Committee, as a special committee that would not be 
an amendment to the constitution. 

DR. EADDY: His motion was that the Constitution be 
amended. 

THE CHAIR: Dr. Miller would you restate the motion, 
state it as you wish it. 

MOTION—DR. BEN MILLER: It would be a Special 
Committee as of now, and then it will be necessary to 
propose a Constitutional amendment to propagate it, 
and that amendment will be proposed later on, next 
year. 

THE CHAIR: Now, is that in order. Is there any dis- 
cussion of this motion, as just stated. (There was none; 
the vote was taken and there were no negative votes). 
The ayes have it and it is so ordered. Now, Dr. Rob- 
ertson. 

DR. ROBERTSON (Continues his report): This com- 
mittee has just one more report. (Reading) “Report of 
Committee to make recommendations regarding prac- 
tice by graduates of non-recognized medical schools, 
and foreign physicians here on temporary basis, Dr. 
Sam Cantey Chairman. The reference committee is in 
hearty agreement with this report and moves its 
adoption.” (The motion was seconded) 

THE CHAIR: Any discussion. (There was none; the 
vote was taken) The ayes have it and the motion is 
adopted. 

DR. ROBERTSON: That concludes the report of this 
reference Committee on Miscellaneous Business. 

THE CHAIR: Thank you Doctor. 

THE CHAIR: The next committee report is that of 
Reports of Council and other Officers, Dr. Ben Miller, 
Chairman, Dr. Miller. 

DR. BEN MILLER: Dr. Prioleau. 

THE CHAIR: Dr. Miller. 

DR. MILLER: This committee on Council and Other 
Officers had a very pleasant duty to perform. Most of 
the matters were routine and the non-controversial 
ones will be referred to first. The committee was made 
up, and was attended by all of its members, Dr. Roder- 
ick Macdonald, Dr. John Cuttino, Dr. John Fleming, 
Dr. Gressette, Dr. Tom Brockman having been re- 
moved from the committee, on request. The first report 
taken up was that of the President, Dr. Prioleau and 
this committee report could not possibly cover all of 
the details of the active year that Dr. Prioleau had 
spent in the service of the society. His report and the 
listing of the activities was received and he was com- 
mended in reference to his work. There was one con- 
troversial matter in his report and that was the request 
that a Committee on Medical Care by the Medical 
College be formed, this committee to ,.be made up to 
study things with reference to that institution. This 
committee was attended by a number of people includ- 
ing Drs. Lynch, Pitts, Jervey, Smith and our A. M. A. 
representative, Dr. Weston. After a thorough consider- 
ation by all people involved and letting Dr. Prioleau 
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discuss his phase of it, it was thought judicious at this 
time to postpone and reject such recommendation and 
the committee so voted. In regard, then, to the report 
by Dr. Prioleau, we would like to adopt his report 
excluding that part which the committee gives a nega- 
tive report. 

THE CHAIR: You have heard the report of the Com- 
mittee, what is your pleasure? 

(There was a motion from the floor that it be adopted.) 
DR. BACHMAN SMITH: (Recognized by The Chair) 
I think the recommendation of the President on the 
liaison of that committee is well worth while and I 
would certainly like to see it approved, 

THE CHAIR: It would appear to the Chair that a 
motion is in order to consider the report in two parts, 
one is simply the activities of the office for the year, 
and the second part would be the controversial issue 
as regards this. is there a motion? 

DR. MILLER: As to the non-controversial portion I 
would like to move that it be adopted. (This motion 
received several seconds, there was no discussion, the 
vote was taken (there were no noes) the chair ruled 
the ayes have it and it was so ordered.) 

THE CHAIR: Now, Dr. Miller. 

DR. MILLER: The second part, with regard to the 
liaison committee, your reference committee moves this 
not be adopted. (This motion was seconded). 

THE CHAIR: The motion is made and seconded that 
this part not be adopted. This part is now open for 
discussion. 

DR. J. 1. WARING (Recognized): I would like to ask 
whether the Committee disapproves of the set-up or 
the principle? 

THE CHAIR: If the Chairman of the Reference Com- 
mittee is so inclined to answer questions as they are 
brought up, Dr. Miller? 

DR. MILLER: The question as I understood it was 
whether the committee disapproved of the general idea 
or merely the set-up? It was disapproved, as I under- 
stood, upon the basis of the general idea. 

THE CHAIR: Is there any further discussion? 

DR. EDWARD F. PARKER (Charleston) Recognized: 
Mr. President, this is a state matter and I think it is 
wrong to disapprove this on the general idea. All over 
the country in recent years there has been consider- 
able discussion by state medical associations of prac- 
tices, among us all, including those of us who are on 
Medical College faculties. There are certain principles 
involved which, it is believed, this Association should 
be concerned about. We, as an Association promoted the 
Medical College in its expansion program and it is 
believed this Association should continue to maintain 
a very close liaison with it and its principles and its 
practices. Now, whether or not it needs to be done this 
year, I am not certain. Certainly some of the functions 
that this committee would carry out are vested in the 
Board of Trustees, but I do not think it would be 
amiss at all for this Association to continue to work 
closely with the Medical College in its mission for medi- 
cal education in the State of South Carolina. 

THE CHAIR: Thank you, Dr. Parker. 

DR. TOM PITTS (Recognized): Mr. President, mem- 
bers of the House of Delegates, this situation is one 
that requires great care; it requires careful handling. 
Over the years the close association of this organiza- 
tion with the Medical College is a known fact. I am 
speaking now, as a member of the Board of Trustees 
of the Medical College, therefore I am expressing my 
views, plus a little more, plus somewhat the general 
idea of the Board as a whole. 

The Medical College was falling somewhat behind 
other schools some years ago and as a result we started 
what is commonly known as the expansion program, 
seeing the need for improving the school; seeing the 
need for improving the quality of teaching; and seeing 
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the need for additional physicians in the state. We dis- 
cussed it with many members of this organization and 
you must not lose sight of the fact that the majority of 
the members of the Board of Trustees of the Medical 
College are members of this organization. We are doc- 
tors. We make our living practicing medicine just like 
you. I think that is an important point, anyway. There 
was a committee set up from this, known as the Com- 
mittee of Seventeen, which did good ground work in 
investigating various phases and needs, for the loca- 
tion and what not, and it was somewhat through their 
efforts, if net largely, that we launched this program. 
It has matured, in part, up to now; it is now beginning 
to gain some strength, leaving the crawling and todd- 
ling form and developing slightly, but it is yet vul- 
nerable, it is very vulnerable, as most of you know, if 
you deal with appropriation bodies for your financial 
support. 

When this program first started there was the ex- 
pected opposition in Charleston. It developed, we 
thought it would come and it has. This whole program 
was opposed by some twenty (20) odd Charleston doc- 
tors, whose opinion appeared on the front page of the 
News & Courier, as I am told. It has been somewhat a 
controversial point from that time up until now. The 
main point or question is, right now, seems to be, and 
I was totally unaware of any kind of a resolution of 
this kind which carries with it the implication of deeds 
not done, of implying things that should not be, and it 
came somewhat as a shock to me, yesterday, when I 
was informed of the proposed idea. 

It has no possible chance of doing any good at this 
time. It has tremendous chances of doing a tremendous 
harm to the college, the welfare of the College at pres- 
ent and in the future. The whole idea, if I might be so 
bold, Dr. Miller, the whole idea was set down by me 
with the help of some others in the form of a resolu- 
tion, a resolution that we presented last night to this 
Reference Committee, and if Dr. Miller will permit, I 
will read a copy of the resolution and not take up so 
much of your time in the general discussion. 
“WHEREAS over the years the relations between the 
Medical College of South Carolina and the South Caro- 
lina Medical Association have been notably harmon- 
ious, each with the avowed purpose of improving medi- 
cal care for all of the people, and 

WHEREAS each had uniformly supported the other in 
the special provinces that they serve, and 

WHEREAS is was through the spirit of this coopera- 
tion that the school had reached its present satisfac- 
tory phase of development, and 

WHEREAS any appearance of division of thought be- 
tween the Medical College and the Association could 
hardly be helpful to medicine in South Carolina, but 
rather would tend to be harmful especially in the 
minds of legislative and lay people, and 
WHEREAS the Medical College has always been and 
still is receptive to advice from the Association for the 
improvement of medical education and medical serv- 
ice in the state, and 

WHEREAS the present an sawerg program was initi- 
ated, approved and promulgated by the State Asocia- 
tion, 

THEREFORE BE IT RESOLVED that the question 
be postponed for further exploration.” 

I think that that states my case. 

THE CHAIR: Thank you, Dr. Pitts. 

Generally speaking the Chair presides. On this occa- 
sion as the Chair is responsible for the introducton 
of this resolution he feels that he owes it to the Asso- 
ciation to state the position. The Chair will ask Dr. 
Richard Johnston, the vice-president to preside for 
the remainder of the discussion of this question. 

DR. A. R. JOHNSTON (Takes the Chair) 

DR. LYNCH (Recognized by the Chair). 


I shall not ask for the Floor at the present time until 
the President of the Association has made his speech. 
Dr. Prioleau, as I understand, asked for the floor. 
DR. JOHNSTON: Dr. Prioleau. 
DR. PRIOLEAU: Thank you Dr. Lynch. 
This will be very, very brief, and very much to the 
point, there are only one or two principles. We ap- 
peared before the Reference Committee and things 
were discussed in a great deal more detail. Now, what 
precipitated this, as one thing, first of all it is in an 
economic facter, certainly there is no professional 
factor, now, and I trust that none will develop. We do 
know that in different parts of the country such pro- 
fessional problems have arisen, but we have none in 
mind, certainly no major ones in mind. Suppose we 
dismiss that phase of it. At present we are concerned 
principally with the economic situation. The Medical 
College Hospital is supported to a great extent, I don’t 
know the figures, but by an appropriation by the Legis- 
lature. This places it in a class or in a position where 
it is not subject to the usual economic restrictions of 
hospitals which are dependent almost solely, if not 
solely, upon the services, fees, etc., from patients. 
Now locally, we feel very keenly that the Medical Col- 
lege Hospital is offering a type of competition which is 
felt locally. Roper Hospital can’t meet it, I don’t think, 
alone, and it is bound to affect other institutions in 
the state, such as raising patients charges, etc. Now 
we don’t look upon this as a local problem, entirely, 
we think that it is going to affect the whole state and 
it can even affect the whole section. We think, as a 
matter of principle, that there is no one institution, 
organization or group that should be absolutely, and 
almost, if not absolutely, independent of the medical 
profession as a whole, even in an economic manner. 
Now, the resolution, as offered was probably rather 
—well, if this goes on we think it will do nothing but 
lower the standards of hospital care in the hospitals in 
the community; it will lower the standards of patient 
care, and we attribute all of this to the fact, and it is 
a very nice motive, to the fact that the Medical Col- 
lege being particularly and almost solely interested in 
its Own expansion program and to a great extent to 
the exclusion, and certainly from an economic stand- 
point, to the exclusion of the welfare of other hos- 
itals. 
ome, it is a side issue but it’s still a most important 
issue. The Roper Hospital houses the indigent patients 
which serve as a basis for teaching and as a basis for 
residency. The Roper Hospital is trying very hard to 
continue to hold those indigent patients for use for 
teaching purposes — and I don’t state this that there 
are strong sentiment on the part of some of the Roper 
authorities that the Roper should, as they express it, 
get out of the indigent patient business and that what 
would happen, we don’t know, but still we don’t think 
the Medical College can take them over or wants to 
take them over. 
So, we are trying to keep Roper running and at the 
same time to save other hospitals from undue com- 
petition — but particularly, not only for the college 
but particularly for community services, and we think 
the welfare of the community and the health of the 
state in general is more important than any single 
institution. 
Now, there was no idea of any unpleasant implication, 
connotation, certainly not from any professional stand- 
point. There is no question at all about that. And we 
would feel that if any feeling resulted from bringing 
this up, it would be quite unfortunate, certainly we 
have no intentions of having any feelings about it, so 
we are very glad to make only one point and that one 
point is that we think there should be some official 
connection, some liaison connection between the Medi- 
cal College, this is a state or state supported institution 
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and the South Carolina Medical Association, and as 
I see it, is the go-between, it is the go-between the pro- 
fession and the public, medical institutions and the 
public, not only the individual. And so, we would be, 
as it were, agreeable, we would after further discussion 
suggest changing the motion to that of a liaison com- 
mittee. 
It would read as follows: “That there be established 
a Medical College liaison committee of the South Caro- 
lina Medical Association to be appointed by the Presi- 
dent and to be composed of eleven (11) members, three 
from the first district, one from each other. This com- 
mittee is to confer at intervals with representatives of 
the College to assure that the Medical College and the 
South Carolina Medical Asociation work together for 
the public welfare.” 
Now, Dr. Lynch and I discussed this once before. As 
a matter of fact I have a letter from Dr. Lynch before 
me in which after I returned from the A. M. A. meet- 
ing I gave Dr. Lynch the documents and connection 
and all of the resolutions passed by the A. M. A. and 
for which I received a very nice letter thanking me 
and stating that the policy of the Medical College was 
well in line — he was not aware of any exception ex- 
cept possibly one and that was the establishment of an 
official, say a definite liaison committee. I know it is 
not fair to read a letter out of context; there is a letter, 
and I certainly wouldn’t want to do that, and he sug- 
gested a Committee on Medical Education. This 
committee, as I understand it, was not in existence 
when the Constitution and By-Laws of the whole com- 
mittee set-up was changed some two years ago, that 
committee was not contingent. There is now a Com- 
mittee on the American Education Foundation and in 
replying to Dr. Lynch I told him I didn’t think that 
particular committee was set up for that particular pur- 
se and so — Mr. Chairman, if there is no objection 
I would like to change that resolution to the one 
which has just been read “that there be established a 
liaison Committee of the South Carolina Medical As- 
sociation to confer at intervals. 
(Dr. Prioleau was interrupted, from the floor, and re- 
minded there was a motion before the House.) 
Mr. President, will you rule on that? 
THE CHAIR: You can make an amendment to that 
motion, but not a new motion. 
DR. PRIOLEAU: Mr. President, I restate, I trust ac- 
cording to parliamentary form, I make a substitute 
motion. First let me know what the motion is before 
the House? 
THE CHAIR: The motion before the house is to adopt 
the motion made by Dr. Miller’s Committee that the 
liaison committee, or the committee to act between the 
Medical College and the South Carolina Medical Aso- 
ciation be rejected. 
DR. PRIOLEAU: The motion is that a portion of that 
resolution be — this makes it a little difficult but I 
think a substitute motion is still in order, it is still in 
line, it is still in the thought, and I make this as a 
substitute motion that “that this resolution, as just 
read, be adopted”. 
THE CHAIR: I am afraid, Dr. Prioleau that that isn’t 
in order. We can act on the original motion, first, and 
then have a new motion or a substitute motion. 
DR. PRIOLEAU: My discussion is ended and we will 
let it go, from here. 
DR. EDWARD PARKER (Recognized): I believe it 
is in order — Dr. Prioleau’s motion is in line with this 
whole report, and to clear the floor if it is agreeable 
with the Chair it would be in order to vote to table 
Dr. Miller’s motion to allow further discussion and the 
introduction of a substitute motion, which can then be 
discussed. 
THE CHAIR: You so move that Dr. Miller’s motion 
be tabled? 
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DR. LYNCH (Recognized): Mr. Chairman, I rise to a 
point of order. Before the motion is tabled I wish to 
first be allowed to discuss the first motion. 
DR. CAIN: Dr. Lynch, will you yield to me for a min- 
ute before you start — I will give it back to you, I 
promise. 
DR. LYNCH: With pleasure. 
DR. CAIN (Recognized): Gentlemen, I think that we 
have got a problem before us that we should consider 
very carefully. I know we all realize how much the 
Medical College means to us and how hard we worked 
to gei it. I know we also realize that the motive behind 
this motion is not a personal one, not a professional 
one, it is an honest expression, the same as was the 
opposition, referred to by Dr. Pitts, several years in 
opposition to the Medical College. I do not believe we 
should find ourselves in the position of taking sides 
either for or against, which seems to be the tendency 
in the present discussion. Certainly the South Carolin 
Medical Association in all aspects, from Greenville to 
Charleston, should be in close association with the 
Medical College. 
In my position as secretary of the Alumni Association 
I happen to know that in the alumni meeting today Dr. 
Lynch had chosen as his subject this same thing that 
we are discussing today, before the motion of yesterday 
ever came up. I think that we already have done the 
Medical Association and the Medical College some 
harm by the introduction of this motion yesterday, 
since is has appeared in the daily press and its intention 
might be misconstrued. 
I would like to recommend to you that at the conclu- 
sion of our vote on the motion that we consider 
deferring this whole situation. I have a feeling that 
Dr. Lynch will invite the Medical Association to come 
in and to find out and maybe a committee can be set 
up or a group can be set up which can report to us at 
our next meeting. I think at this time it should be de- 
ferred and I am in favor of the motion as submitted by 
the Reference Committee. 
THE CHAIR: Dr. Lynch. 
DR. KENNETH LYNCH (Recognized): Mr. President, 
members of the South Carolina Medical Association, 
I almost asked to withdraw my position on the floor 
after Dr. Cain’s remarks. He has said in few words, 
which is best, the most of what I wanted to say. I have 
approached this subject here, under the circumstances, 
with considerable hesitancy. At first I was somewhat 
surprised by the introduction of the resolution yes- 
terday, about which I had heard no consideration be- 
fore, perhaps that was one of the points which was of 
importance in my consideration, but I had, as Dr. 
Cain has already told you, tried to prepare something 
to say along this line to the Alumni Association lunch- 
eon meeting today assuming that I might have the 
opportunity to say something there. 
I have the main objection to the course this meeting 
has been launched upon and has taken. I am de- 
ressed that what Dr. Cain said is true, that the way 
in which this has come about has already done harm. 
I am not at liberty to relate to you an item which has 
just come before the department and which nobody 
knows anything about except me. It has already done 
more harm than even Dr. Cain knows about. Now, the 
reason for that is not the intent, as Dr. Prioleau says, 
himself, and I am glad he removed that part of the 
question at least for discussion here, but I shall men- 
tion it to try to clear the matter a bit. This has no part 
of a question about any professional activity at the 
Medical College and is entirely an economic matter. 
Well, unfortunately economic matters become tangled 
up with everything else nowadays, especially when the 
party concerned in the question of economics has such 
widespread relations as the Medical College has and 
as the Medical Association also has. 
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{ am sure there was no cause to raise a question of 
correctness of procedure but the mere making of the 
charge, which I think went into public press, if I am 
not mistaken, that the Medical College, as I under- 
stood the word yesterday, had pulled away from the 
medical profession. Dr. Prioleau changed his word or 
correct meaning, of what was used, withdrawn. It is the 
same meat and meaning. It constitutes a charge that the 
Medical College has withdrawn from its historic, com- 
plete, harmonious relations with the South Carolina 
Medical Asociation. 
That is the harm and at this particular moment, yes- 
terday and today, during these days, is when that could 
have and did do harm. Now, what I shall say, if I keep 
my mind on that subject, at the Alumni Association, 
I can’t make my talk here, will recall the historic re- 
lations and particularly in the 1940's when without 
this Association the Medical College was and would 
have remained helpless, and this Association in its 
confidence and in its trust in the development of a 
proper medical educational research and service center 
of South Carolina, virtually unanimously responded 
and is the creditable agent in where we have arrived 
today. Now, there has been here with us a form of in- 
ertia for an era between the time of enthusiastic com- 
paigning and the time of maturing the top of that 
phase of campaigning. There has been something of a 
riod of inertia. During that same period the time 
and trouble which all of us feared, all of us who are 
interest in this subject in South Carolina, and that 
is my only interest in it, is in South Carolina, we are 
all aware that the happening of things, which may 
not have had any more intention than this occurrence 
did, have caused most serious and endless troubles be- 
tween the medical profession and medical schools in 
almost every state in the Union and particularly in 
the South. Now, we are credited with having carried 
our affairs on in such a way that we have avoided that. 
Now, we must undertake to continue to avoid it and 
we have to develop the program of avoidance care- 
fully, cautiously and with all of us in full considera- 
tion and in cooperation. 
Therefare, I hope that the motion to reject this ques- 
tion, altogether, at this time will prevail. It is a serious 
thing at this moment and I can assure you that the 
authorities of the Medical College, as Dr. Pitts, Chair- 
man of the Board has already expressed, and as far 
as I am concerned that the Medical Association will 
be invited in a form which will cast no reflection on 
either the Association or medical education in South 
Carolina. 
THE CHAIR: Thank you Dr. Lynch. 
(A delegate called for the question.) 
THE CHAIR: Any further discussion? 
(Delegate) I would like to ask a question, what are 
these economic factors that they are talking about? 
I am afraid I don’t know very much about it. 
THE CHAIR: Dr. Prioleau, will you answer the ques- 
tion? 
DR. PRIOLEAU: May I ask Dr. Parker, vice-chairman 
of the Board of Commissioners of the Roper Hospital 
or Dr. Siegling, also on the Board of Commissioners or 
Dr. Hanckel to answer that. 
THE CHAIR: Dr. Siegling, will you answer that or 
Dr. Parker? 
DR. SIEGLING: Dr. Parker is vice-chairman, I would 
like him to give that. 
DR. EDWARD PARKER (Recognized): I believe the 
direct question is, what are the economic factors in- 
volved? At the moment the economic factors involved 
are the salaries to be paid nurses and the ancillary 
personnel. As I understand it, the Medical College is 
proposing or actually increasing the salary of nurses, 
which is going to make it difficult for hospitals in the 
region, and by that including the low country, prob- 
ably, and in the state of South Carolina, to possibly 


retain some of its personnel and maintain the high 
standards which they have tried to keep in force. I be- 
lieve that is the chief economic factor involved right 
now. 

Now, I would like to say, in addition to the answer 
to that question—that in the eyes of those of whom 
this resolution, as originally introduced—is a purpose 
of strengthening the ties between the medical profession 
and medical colleges, our medical college in particular. 
After all, the people who introduced it, so to speak, 
Dr. Prioleau has been on the staff of the Medical Col- 
lege for some years. I think that the Medical College 
has its definite reasons for advocating this increase 
in the salaries which will make it difficult for other hos- 
pitals or institutions in the region; I think it had its 
reasons. I think if such a committee were in exist- 
ence—I will not discuss the size or the other factors— 
that matters such as that affecting the economy of the 
region, as a whole, could be, threshed out fully, and 
that the position of the Medical College possibly 
strengthened, rather than weakened. 

I assure you, gentlemen, that I hope you are as fasci- 
nated in this discussion as I am, and so I will turn it 
over to someone else. Thank you. 

THE CHAIR: Thank you, Dr. Parker. Is there any 
further discussion? 

(Delegate from the floor): I move the previous ques- 
tion. 

(Another): Call for the question. 

THE CHAIR: We will now have the vote on the 
original motion. Is everybody ready for the question? 
All in favor of the Committee’s report rejecting that 
part of the report will please stand. (Dr. Ravenel, 
Chief teller, counts.) Be seated. 

All opposed, will please stand. (Only a few stood). 

The ayes have it, the motion is carried. 

I will turn the Chair back to the President, Dr. Prio- 
leau. 

DR. PRIOLEAU (Resumes the Chair.) 

THE CHAIR: The next order of business is contin- 
uing of the report of the Reference Committee on Re- 
ports of Council and Officers, Dr. Ben Miller, Chair- 
man. 

DR. MILLER: The next report is that of the Secretary, 
Dr. Robert Wilson. The committee took cognizance of 
the excellent work in the report of Dr. Wilson. There 
is no point that was controversial. The only point that 
needs technical assistance in the terms of an amend- 
ment to the constitution was referred to the appropriate 
committee, that being the matter of taking $5 out of 
the dues, or some appropriate amount each year to 
pay for a permanent home for the society. So that will 
not be voted on in this part of the report. The report 
in general which does not call for any clearance is 
accepted and I would like to so move. 

THE CHAIR: You have heard the motion that the 
report of the secretary be approved. Is there any dis- 
cussion? If not it stands approved. 

Is there anything further, Dr. Miller? 

DR. MILLER: The report of Dr. Howard Stokes, the 
Treasurer's Report is received and should be recorded. 
This committee not being an auditing committee, we 
would not be in a position to say accept the report, 
but record for reference, and I so move. (Treasurer's 
Report marked “12”). 

THE CHAIR: Is there any objection? Any discussion? 
If not that stands approved. 

DR. MILLER (Cont.). Doctor Waring’s report as edi- 
tor of the Journal is recorded. It is an excellent pub- 
lication, it is appreciated by the committee and the 
society in general and we vote that his report be 
accepted. 

THE CHAIR: Is there any discussion? Is there any 
objection, if not the part of the report is approved. 
DR. MILLER (Cont.). The last report is that of Dr. 
Cain, on the Council Report, and many points were 
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brought out in the report, item by item and referred 
to the appropriate committee for decision. The report, 
which was a progress report recording certain action, 
not referred to other committees, was accepted by our 
committee and we move it so be accepted. 

THE CHAIR: Is there any discussion? If not this part 
of the report is accepted. Is there any further report, 
Dr. Miller? 

DR. MILLER: That is all and I would like to thank the 
committee serving with me. 

THE CHAIR: Thank you. Dr. Lesesne Smith (Recog- 
nized): 

DR. LESESNE SMITH: Gentlemen, if there is any- 
thing that we need, when facing the public and legis- 
lation, it is unity among our own ranks. Now, what 
was brought up was for the good of everyone, I am 
sure, from everyone’s standpoint they were talking for 
the good of medicine and for the good of the state. 
Now, as certain information has reached the press and 
certain information has reached the legislature, I am 
told, I would like to make a motion that we commend 
Dr. Lynch for what he is doing for medical education 
in South Carolina. 

THE CHAIR: You have heard the motion made by Dr. 
Lesesne Smith. (Several seconds from the floor). 
Is there any discussion of the motion? If not are you 
prepared for the motion? (The vote was taken, it was 
unanimous, none voting no). The ayes have it and it is 
so ordered and the secretary will please take note. 
Is it part of Dr. Lesesne Smith’s motion that it be 
given to the press? 

Dr. Smith: Yes. 

DR. BLACK (Recognized): Was that a unanimous 
vote? 

THE CHAIR: Yes. 

DR. BLACK: I would like to make a motion that the 
Chair be instructed to cast a unanimous ballot. 

THE CHAIR: You have heard Dr. Black’s motion, is 
there any discussion of that? If not and there is no 
objection the vote is unanimous. Thank you Dr. Black. 
DR. EDWARD PARKER (Recognized): Would it be 
in order that that be given to the press or will that 
be done automatically? 

THE CHAIR: I think that was a part of the motion 
of Dr. Lesesne Smith, that it be given to the pres. 
DR. LESESNE SMITH: (Referring to correspondent in 
the room) I think he is up to using his own judgment. 
THE CHAIR: That would, under ordinary condi- 
tions be left to the Chairman of Council and to the 
Public Relations. Unless there is some objection to 
that. 

Now, to continue the same order of busines, we will 
take up the report of the Reference Committee on 
Amendments, Constitution and By-Laws, Dr. O. B. 
Mayer, Chairman. Dr. Mayer 

DR. O. B. MAYER: Mr. President, members of the 
association, the reference committee on Constitution 
and By-Laws, composed of Dr. Pettit, Dr. J. D. White- 
head, Dr. H. M. Eargle, Dr. William Hunter and my- 
self as chairman, carefully considered all matters re- 
ferred to it and makes the following recommendations: 
These recommendations will only affect by-laws and 
therefore they could be enacted today by a two-thirds 
vote. (Reading). 

“1. The resolution of Dr. Hanckel, as regards the 
addition of a second vice-president, was disapproved, 
the committee believing that the present set-up is 
satisfactory.” I therefore move, Mr. President that the 
recommendation of Dr. Hanckel not be approved. 
THE CHAIR: Is there a second to that motion? 

(The motion was seconded by Dr. Charles Wyatt.) 
THE CHAIR: Is there any discussion of that motion? 
If not, those in favor of it say “aye”. (The vote was 
unanimous). The ayes have it and it is so ordered. 
DR. MAYER (Continuing) (Reading). 

‘2. The resolutions proposed by Dr. Robert Wilson 
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regarding a fund for a permanent home and from 
Council as regards an increase in dues and contribu- 
tions to the Educational Fund were acted upon favor- 
ably, as follows: ' i 
That the annual dues be increased by $15 and that con- 
tributions to the A. M. E. F. be $10.00. 
The by-laws then would be amended to read as folows: 
CHAPTER X, Sec. 1. Annual dues for members in the 
association shall be changed to $35.00, of which $3.00 
shall be for a subscription to the Journal of the Asso- 
ciation and $5.00 per member be set aside in a fund 
for a permanent building program, to be used at the 
discretion of Council in the future. 
The treasurer of the association shall bill for and :col- 
lect at the same time with the annual dues an addi- 
tional sum of $10 from each member of the Associa- 
tion. This amount is to be ear-marked as a contribution 
to the A. M. E. F., according to the doctor's instruc- 
tion, and is to represent a voluntary contribution and 
not a compuisory portion of Association dues.” 
Mr. Chairman, I move the adoption of this report. 
THE CHAIR: Is it the desire of the house to con- 
sider this portion of the report as a whole? Hearing 
no objection—is there a second to the motion. (Several 
seconds were made). Is there any discussion? Dr. Park- 
er (Recognized): : 
DR. PARKER: May I ask if the A, M. E. F. has any 
other way of collecting contributions other than through 
the State Medical Association Treasurer? 
THE CHAIR: Dr. Cain, may I ask you to answer that 
uestion? 
DR. CAIN: I would like to say that they do, definitely. 
Now, the reason for this suggestion is that those means 
have not been satisfactory. I think that as a point of 
clarification we should realize that the A. M. E. F. fund 
is a fund of ten million dollars, eight million dollars 
of that is dumped into our laps by private industry, 
assuming that we are going to raise the additional of 
two million dollars. Well, we haven't been able to do 
it. Now, if we were to assess every member of the 
South Carolina Medical Association and every mem- 
ber of the American Medical Association $10, and if 
we could collect it we would still have only one and 
a half million dollars of the two million. It is a simple 
matter of arithmetic. Now, what other little dribble 
comes in from other sources might make up the five 
hundred thousand ($500,000). 
Now, prior to the last year or so the American Medical 
Association has had a surplus in their funds which they 
have donated to help our pittance not look quite so 
small. But we are in very definite danger of having 
the eight million dollars, now given us, taken away 
from us because of our lack of interest. 
Now, you might say, what the heck good is it? I don't 
know of any other place in the world where you can 
put in $10 and get $40 or $50 back. Now, just how 
that will come back is somewhat in this fashion. If 
you donate $10 to the A.M.E.F. you have the privilege 
of naming the institution to which you wish it sent. 
Of course, we realize that all doctors in the medical 
Association are not members or are not graduates of the 
Medical College of South Carolina therefore it is their 
— do designate when they make this contri- 
ution where they want it sent. If they want it sent to 
the Medical College of South Carolina, why that is 
good. If they want it sent to their own college, that is 
good—if they want it sent anywhere else that is their 
privilege. 
Now, when we make the donation, this way, through 
the A.M.E.F. our $10 goes to the A.M.E.F. presumably 
it is earmarked to go to our medical college, it will be 
matched through A.M.E.F. funds, whether the match- 
ing is 100 ie cent or 70 per cent it depends on the 
licy which varies from time to time. However, when 
it gets to the Medical College it will be increased 
definitely, probably doubled. Out of the additional 
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$10,000,000 and out of other funds which work in con- 
junction with A.M.E.F., the medical colleges over the 
country are annually allotted other sums to help in 
their work which this donation will in no wise effect. 
In other words, if we give this donation, and believe 
me, and believe any of the other fellows among you 
who tried to collect this ten bucks from you, we just 
can’t do it unless we do it like this. Now, in making it 
a part of the by-laws we hope you will pay it along with 
your dues. Realizing that some people don’t go along 
with it, for various reasons, we don’t want to cause 
dissension by making it compulsory. It is a voluntary 
contribution. That may be the wrong way to do it, 
maybe we should take it but when you understand the 
spirit of the thing and the profit to ourselves, as doc- 
tors, certainly we owe something to our alma mater. 
Whatever position that most of us hold in our com- 
munity, and whatever personal wealth we have ac- 
cumulated, we owe more or less directly to medicine. 
Some of us are fortunate enough to maybe have other 
means of making a living but most of us owe a very 
definite depth of gratitude to our medical college, 
whether it is Charleston or whether it is somewhere 
else and certainly we should not worry about a measly 
ten bucks, particularly when your internal revenue 
man is going to cut it down to a contribution of $5 
or $6. I certainly hope that you will go along with that 
recommendation. 

THE CHAIR: Thank you Dr. Cain. It appears to the 
Chair that this subject could be better broken down 
into two sections and if there is no objection the first 
part of the discussion will be on the raising of dues 
and the second part on the other—is that satisfactory, 
Dr. Mayer? 

DR. MAYER: Yes, sir. 

THE CHAIR: Now, the floor is open to that part of the 
discussion which will be considered separately, the 
raising of the dues—will you kindly restate that sec- 
tion, Dr. Mayer? 

DR. MAYER: CHAPTER X, Sec. 1. “Annual dues for 
members in the association shall be changed to $35.00 
of which $3.00 shall be for a subscription to the 
Journal of the Association and $5.00 per member be 
set aside in a fund for a permanent building program, 
to be used at the discretion of Council in the future.” 
Mr. President, I would like to make this additional 
clarification, if I may. The present reading in the 
Constitution covers the $3.00 for the subscription to the 
Journal. The $5 is added for the permanent home. 
It is an actual fact the dues are only being increased 
$10.00 because the $5.00 will be set aside and will not 
be spent at this time, it will be used as a fund in the 
future to build a home which ‘is needed for this in- 
stitution. 

THE CHAIR: Is there any discussion of this section. 
(Delegate from the floor) Call for the question. 

DR. NORMAN O. EADDY (Sumter)—recognized: 
Mr. President, Gentlemen of the House, this is a matter 
which our bi-county societies have considered at some 
length and I think it might be well if we bore in mind, 
that with the exception of myself, most of you here, 
and you are delegates, you are an older group who have 
set aside more or less a good bit of money. There are 
members in the various and sundry county medical 
societies who are not as well off as most of you. Per- 
sonally I can scrape around and get this money with- 
out making and undue hardship on myself but I am 
not speaking for myself. I have been notified the con- 
census of opinion in Sumter and Clarendon counties 
is to go on record to — any increase in the state 
Medical Society dues unless Council feels it is of ex- 
treme urgency and then they will go along, if neces- 
sary with a $5.00 increase, and if it is absolutely neces- 
sary, with a $10.00 increase in state dues. (Laughter) 
Now, that is the sentiment of the Sumter and Clare- 
don County Medical Societies and while they are not 


active, it is largely the concensus of Lee County. And 
I believe if you will consider the feelings of your 
county society members and not of you as individuals 
who, as a rule are more successful—you will find the 
majority of the members of the South Carolina Medi- 
cal Association are not in favor of increasing the dues 
for putting anything aside for a permanent building, 
realizing many of the doctors don’t have a permanent 
building of their own. So, I would urge, out of respect 
to the county medical society members of South Caro- 
lina that before we increase dues any, or over $5.00, or 
if Dr. Cain and Council says it is that urgent, over 
$10.00 that we go back home and consult with our 
county medical society members and get their views 
in the matter. Because, if you raise the dues as they 
are proposed now, in our county the dues will be 
$105.00, including the $10 for the medical fund. And 
I would urge you please, if we want harmony to reign 
when we go back to,the so-called “grassroots” if you 
can find any recommendation to a raise it would be 
not to exceed a maximum of $10 and possibly $5. 
THE CHAIR: Thank you Dr. Eaddy. Any further dis- 
cussion? Any further discussion of this first recom- 
mendation on raising the dues, as stated by Dr. Mayer? 
DR. CAIN: May I answer the question as to Council, 
if you would like me to? 

THE CHAIR: Yes, Dr. Cain, please answer it. 

DR. CAIN: Gentlemen, just so that you can vote in- 
telligently on this question I would tell you that Coun- 
cil says there is an extreme emergency and what we 
have got to have ten bucks. (Laughter) 

DR. EADDY: We will go along with the ten bucks. 
THE CHAIR: Is that a sufficient answer? 

(Call for the question) 

THE CHAIR: Is there any further discussion? Are you 
ready for the question on the first section as read by 
Dr. Mayer. The motion is on the approval of the 
first section of the recommendation concerning the 
raising of dues. The motion is to approve that. 

DR. EADDY: Is that to $15.00? 

THE CHAIR: Yes. 

DR. EADDY: Then I would like to offer an amend- 
ment that the State Medical Association dues be in- 
creased $10.00 in place of the $15.00 recommended. 
THE CHAIR: Is there a second to that amendment. 
(It was seconded). It was seconded and that amendment 
is open for discussion. Any discussion? If not are you 
ready to vote for that amendment, that amendment 
changes the motion to $10. Those in favor say “aye”. 
Those opposed “no”. The noes have it unless a division 
is called for. The noes have it. And so we will revert 
to the original motion. Are you ready for that motion. 
Those in favor will say “aye”. Those opposed “no”. 
(There were quite a few noes.) The ayes have it. It is 
so ordered. Dr. Mayer. 

DR. MAYER (Continuing his report): “The treasurer 
of the Association shall bill for and collect at the same 
time with the annual dues an additional sum of $10 
from each member of the Association. This amount 
is to be ear-marked as a contribution to the A.M.E.F., 
according to the doctor's instruction, and is to represent 
a voluntary contribution and not a compulsory por- 
tion of Association dues.” 

Mr. President, I so move. 

THE CHAIR: Is there a second to this? (The motion 
was seconded). 

The motion is seconded, it is open for discussion. 

DR. RODERICK MACDONALD (Recognized): 

THE CHAIR: (Interrupting): I am sorry, a count 
will be necessary on this proposed change in dues, it 
will require a two-thirds vote before we start on the 
second part we will take that count. Those in favor of 
adopting raising the dues as recommended will please 
stand. (A count is made by the tellers). Will you be 
seated please. Those oposed will please stand. (The 
tellers count them). The vote is sixty-three (63) for, 
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fourteen (14) against. So it is carried. That is over 
two-thirds. Now, Dr. Macdonald. 

DR. R. MACDONALD: Mr. President and Gentlemen 
of the house, personally I am very much in favor of us 
being assessed $10.00. York County Medical Society 
went on record last year and collected $7.00 from each 
member. If we put this thing on a voluntary basis we 
are not going to collect it. I happened to be treasurer 
for one organization in South Carolina and it was one 
hard time to get the boys to cough up the money. 
Personally I think $10 is a very small sum for any of us 
to contribute to our Alma Mater, because socialized 
medicine is still in the offing and Dr. Cain has told 
you that industry is not interested in contributing if 
our groups don’t contribute. And I think $10 is as little 
as we can give and I hope that this group will vote 
favorably in favor of collecting $10 rather than putting 
in on a contributing basis. 

THE CHAIR: Dr. Crawford (recognized): 

DR. CRAWFORD: Gentlemen, as Chairman of the 
Medical Education Fund Committee I just want to 
clarify a few points that Joe Cain brought out. One 
of them was the $10 from every member of the Ameri- 
can Medical Association would collect about two mil- 
lion dollars which would take care of our two million, 
instead of a million and a half. In South Carolina I 
have seen one place where we had 1250 members and 
another place where we had 1400 members. I assume 
there are 1250 paying members in the South Carolina 
Medical Asociation, which would give us a quota of 
about $12,500.00 per year. Last year we sent out one 
letter. Now, our committee has no funds, no money 
at all to go on, the Medical Association of South Caro- 
lina paid for this letter and sent it out to every mem- 
ber. We collected $3,285.00 I think, in round numbers 
on that letter. That meant that 328 or 325 people con- 
tributed. Now, I am sure that fewer than that con- 
tributed because we received several contributions 
of $100 or more. This year we are sending out letters 
and also some descriptive literature on what this con- 
tribution means to you, tax-wise; if you give $10 you 
are only actually giving anywhere from $5 or more 
dollars because the government is going to take about 
one-half of what you make, anyway. So you are ac- 
tually only paying $5.00. 

In addition to this letter this year we are sending out 
two (2) cards, one probably about the middle of the 
summer and another about November. This $10 in- 
crease that we are asking now, or $10 contribution 
that you will be billed for will be billed next January 
and will have nothing to do with 1957, so we would 
like for everybody to contribute as much as they pos- 
sibly can in 1957 when this letter comes out and there 
will be an envelope for your money or contribution 
to be mailed directly to the American Medical Educa- 
tion Foundation. 

The whole American Medical Education Foundation is 
completely separate from the National Fund for Medi- 
cal Education at this time. You can ear-mark your con- 
tribution to your medical school of your choice. The 
entire amount of money that you contribute will be 
sent back to the medical school of your choice because 
the American Medical Association pays all of the bills 
that are made by the American Medical Education 
Foundation and not one cent of the money that you 
contribute is taken for administrative expense. 

THE CHAIR: Thank you, Dr. Crawford. Is there any 
further discussion? 

DR. EADDY: I move that we accept the report as pre- 
sented. May I explain why I make that motion? 
THE CHAIR: Yes. 

DR. EADDY: I am afraid if I don’t somebody will 
make a motion and make it mandatory. (Laughter) 
THE CHAIR: The motion is made that this second 
part, the second recommendation be accepted. Are you 
ready for the question? Those in favor of approving 
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this second recommendation will say “aye.” You had 
better stand, it is a two-thirds vote. Please be seated. 
Those opposed “no”. If there is any obvious differ- 
ence, apparently the House is satisfied the “ayes” have 
it and it is so ordered. Do you have any further re- 
port, Dr. Mayer? 

DR. MAYER (Continuing): “The other recommenda- 
tion from Council, regarding a vacancy on the Council, 
was acted upon favorably as follows: Amend Chapter 
VII by adding a new Section 7 to read as follows: 
“CHAPTER VII, Sec. 7. If a vacancy exists on Council 
because of death or resignation of a councilor from a 
particular district the Council may elect a councilor 
from that same district to serve until the next meeting 
of the House of Delegates. 

“And that the now existing Section 7 of Chapter VII 
of the By-Laws be renumbered and become Section 
8.” I move the adoption, Mr. President. 

THE CHAIR: Is that clear? Is there a second? (Dr. 
Wyatt seconded the motion). Is there any discussion? 
Those in favor say “aye”—no, it is a change in the 
By-Laws, those in favor please stand. Be seated, please. 
Those opposed please stand. Apparently the ayes have 
it, and it is so ordered. Is that all, Dr. Mayer? 

DR. MAYER: Yes, sir. 

THE CHAIR: Thank you, Dr. Mayer. 

The next reference committee to report is that of In- 
surance, Blue Cross and Blue Shield—Dr. Cathcart 
Smith, Chairman, Dr. Smith. 

DR. SMITH: Mr. President, the Committee on Insur- 
ance, Blue Cross and Blue Shield met at 8:00 P.M. 
April 30, 1957. The hearing was attended by a number 
of interested members. The committee makes the fol- 
lowing recommendations. 

“1. That the Board of Directors of Blue Shield give 
serious consideration to rewording that paragraph of 
the advertising brochure concerning choice of physi- 
cian so as to make it clear that Blue Shield allowances 
apply toward the services performed by those doctors 
of medicine who are participating physicians of Blue 
Shield.” 

Mr. President, I move that this recommendation be 
approved. 

THE CHAIR: Is there a second to that motion. (Sec- 
onded by Dr. Charles Wyatt.) Is there any discussion? 
If not, those in favor of approving this section, say 
“aye”. (The negative vote was called for, there was 
none). The ayes have it and it is so ordered. 

DR. SMITH (Cont. report). 

“a. That those problems presented from the Columbia 
Medical Society pertaining to the Blue Cross discrim- 
ination against (a) private psychiatric hospitals, (b) 
radiation therapy, and (c) revision of the Dread Dis- 
ease Clause, be referred to the Board of Directors of 
Blue Cross for further consideration.’ 

Mr. President, I move that this recommendation be ap- 
proved. 

THE CHAIR: Is there a second to that. (Seconded by 
Dr. Parker). Is there any discussion? (There was none, 
the vote was taken and there were no “noes”.) It is so 
ordered. 

DR. SMITH (Continuing report): 

“The report of the Charleston County Medical So- 
ciety Blue Shield Committee was thoroughly discussed 
at the meeting of the Corporation of Blue Shield and 
requires no further action. 

“The Committee would like to emphasize and make 
clear that the physician’s signature on the Service Re- 
port, South Carolina Medical Care Plan, is necessary 
for the verification of medical information only and 
does not mean that he verified the statement by the 
subscriber as to the annual total income. 

“We wish to thank all those interested members for 
their participation in the deliberations of this com- 
mittee.” 

Mr. President, I move that this report be adopted as 
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a whole (This was seconded from the floor). 

THE CHAIR: It has been moved that this report be 
adopted as a whole—is there any discussion? (There 
was none, the vote was taken, passed unanimously, 
and it was so ordered.) 

DR. CAIN—recognized: 

DR. CAIN: May I give a supplemental report? 
Gentlemen, I thought that you would be interested 
in an up-to-date report on your sickness and acci- 
dent insurance program which was not available yes- 
terday when the committee report was handed in. 
‘As you know the participation of the Association in our 
program, as an entire association, depends upon 51 
per cent of our members becoming enrolled. This en- 
rollment is to be made upon a district basis and as 
each district has 51 per cent of its members partici- 
pating it automatically goes into effect for that dis- 
trict, even though the entire state might not still be 
covered. I would call your attention to the fact that 
Districts 5, 6, and 7, 8 and 9 have already qualified 
and insurance is in effect in those districts. Now, that 
of course includes all members who have applied 
whether they are insured risks or whether they are 
uninsured risks, according to our contract which will 
allow them to participate in this program if they are 
at work when the contract is delivered. That leaves 
several districts which have not yet qualified and at 
present we are working in District No. 1 which still 
needs thirty-eight (38) members to be qualified. We 
have not started working in District No. 2, the only 
application received from Columbia being those which 
were sent in originally when the applications were 
mailed out. They need eighty-three (83). The same 
thing occurs in Greenville, where little work has been 
done, they need ninety-six (96). In Greenwood, Dis- 
trict No. 3, they need fifteen (15) to qualify. 

I would like to ask for your continued cooperation 
in this program, realizing that until your district does 
become qualified certain members of your district who 
are not insurable are thereby deprived of the insur- 
ance until the district does qualify. 

I wonder if there are any questions concerning this that 
anyone would like to ask? 

(Question from the floor) If a district qualifies, 51 
per cent this year and are not qualified for next year 
does that affect the insurance? Will the insurance still 
be in force? 

DR. CAIN: Yes, the insurance is still in force if the 
entire state is in force. In other words, the district can 
qualify either individually or as part of the state group 
even if it does not qualify itself. I think that the terms 
of the insurance contract would be that if the dis- 
trict had qualified and the State had not and it 
dropped below its 51 per cent that it would not be 
participating. 

THE CHAIR: Are there any further questions? Or any 
further discussion of this report? If not, thank you Dr. 
Cain. 

Is there any further report from the Insurance—Blue 
Cross, Blue Shield Committee? If not we will proceed 
to the next order of business. 

The Committee on Public and Industrial Health, Dr. 
R. L. Crawford, Chairman. 

DR. R. L. CRAWFORD: Mr. President and Members 
of the House of Delegates, the committee on Public 
and Industrial Health met and reviewed the reports 
of the following committees: 

“Il. The Special Committee on Preventions of Polio- 
myelitis, Dr. C. N. Wyatt, Chairman. We recommend 
and move that the Committee on Public Health take 
over the duties of this special committee, and that the 
committee be thanked for their valuable work and be 
discharged.” 

THE CHAIR: Is there a second? (Dr. Wyatt seconded 
the recommendation) (Laughter) Any discussion? 
DR. WYATT: Mr. President, I would like to make 


this addition to my report that I got this morning, as 
reported by the State Board of Health that up until 
yesterday for the month of April there had been about 
88,000 doses of vaccine given during the month of 
April. 

THE CHAIR: Is there any discussion? If not, those in 
favor of approving this section of the report say 
“aye”. (The vote was taken, the vote was unanimous). 
It is so ordered. 

DR. CRAWFORD: “2. Maternal Health Committee, 
Dr. Lawrence L. Hester, Chairman. We move the 
adoption of this report as printed in the Journal.” 
THE CHAIR: If there is no objection the report is 
accepted as printed in the Journal. 

DR. CRAWFORD (Cont.). “3. Infant and Child 
Health Committee, Dr. Richard Josey, Chairman—We 
move the adoption of this report as printed in the 
Journal.” 

THE CHAIR: If there is no objection this report will 
be received as printed in the Journal. 

DR. CRAWFORD (Cont.) “4. Committee on Care of 
the Patient, Dr. E. C. Hood, Chairman. We recommend 
the adoption of this report as printed in the Journal.” 
THE CHAIR: Is there any objection to acepting this as 
printed in the Journal, with no objection it is ac- 
cepted. 

DR. CRAWFORD (Cont.) “5. Medical Advisory Com- 
mittee to the Crippled Children Society, Dr. J. 1. 
Waring, Chairman. We recommend the adoption of 
this report as printed in the Journal and that the 
work of this committee be continued.” 

THE CHAIR: Is there any objection to accepting this 
report? If not, it is accepted. 

DR. CRAWFORD “6. The Cancer Committee. We 
move that this report be accepted as information and 
that the work of this committee be continued.” This 
report is not signed, who is the Chairman? 

THE CHAIR: Dr. Pettit. That committee has been 
doing so much work it is only modesty not signing. 
This is approved, unless there is some objection, or 
desire for some discussion. 

DR. CRAWFORD “7. School Health Committee, Dr. 
J. R. Paul, Jr., Chairman. We recommend that this 
report, as printed in the Journal, be accepted as in- 
formation and move that it be adopted.” 

THE CHAIR: Is there any objection to the adoption of 
this report? If not, it is accepted. 

DR. CRAWFORD “8. Committee on Industrial Health, 
Dr. J. L. Hughes, Chairman. We move that next year's 
committee on Industrial Health be requested to study 
the feasibility of implementing a plan for and estab- 
lishing a course of instruction in Industrial Medicine at 
the Medical College of South Carolina.” 

THE CHAIR: Is there any second to this proposal, this 
recommendation? (There were several seconds). It is 
seconded, is there any discussion? If there is no dis- 
cussion are you ready for the question? (The vote 
was taken, it was unanimous.) The ayes have it and it 
is so ordered. 

DR. CRAWFORD (Cont.): The last Committee was a 
special Committee on Industrial Fees, Dr. W. W. Ed- 
wards, Chairman. “This committee recommends the 
adoption of the report of the Committee on Indus- 
trial Fees, as amended by this reference committee and 
herewith hands you the report.” 

THE CHAIR: This Industrial Fee problem has been 
gone over very carefully and if there is no objection— 
it there any discussion? If not, this report will be 
acopted as approved out by the committee. 

DR. CRAWFORD: “This completes the report of this 
Reference Committee and I would like to thank the 
committee members for their valuable services.” 

THE CHAIR: Thank you Dr. Crawford. 

The last committee is that on Legislation and Public 
Relations, Dr. John Pratt, Chairman. Dr. Pratt. 
DR. JOHN PRATT: Mr. Chairman, fellow members 
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of the House of Delegates, the report of the committee 

composed of Dr. Black, Dr. Crosland, Dr. Evatt, and 

Dr. Parker submits for your approval the resolution 

of Dr. Hood's of yesterday in which he opposes ratifi- 

cation of Charter of International Atomic Energy 

Agency. (This was seconded by Dr. Cain). (Copy of 

the resolution follows). 

“Resolution on the Charter of the International Atomic 

Energy Agency. j 

WHEREAS, a treaty has been proposed for the ratifica- 

tion of the Charter of the International Atomic Energy 

Agency, and 

WHEREAS, such treaty, if ratified, would become the 

supreme law of the land, and 

WHEREAS, such treaty would effectively eliminate the 

control by the United States of the distribution and 

use of atomic materials supplied by this country to 

said agency, and 

WHEREAS, such materials could be allocated to en- 

emy nations which could utilize them for military pur- 

THEREFORE, BE IT RESOLVED that the South 

Carolina Medical Association in annual session May 1, 

1957 does hereby oppose the ratification of the Charter 

of the International Atomic Energy Agency.” 

‘THE CHAIR: Is that clear to everyone? 

DR. PRATT: I will be glad to read the entire reso- 

lution, if it is desired. 

THE CHAIR: Do you wish anything further on that? 

(Someone from the floor asked what the recommen- 

dation was). 

DR. PRATT: We recommend that it be approved, that 

Dr. Hood's recommendation in which he opposes the 

ratification of the Charter of the International Atomic 

Energy Agency. (This was seconded again.) 

THE CHAIR: That is seconded, is there any discus- 

sion? Those in favor of approving the recommendation 

of this committee will say “aye”. Those opposed “no”, 

the ayes have it, it is so ordered. 

DR. PRATT (Cont. report): The committee further 

approves another recommendation of Dr. Hood's in 

which he opposes federal subsidies for public schools. 

THE CHAIR: Is there any discussion of this? 

DR. CAIN: I would like to know if that includes all 

federal subsidies or is it concerned with federal con- 

struction or—when you say “public schools” you did 

not say “medical?” 

DR. PRATT: No, it does not include medicine in 

this report. 

THE CHAIR: Any further question or discussion? 
(From the floor) Does that include the lunch room 
rogram? 

DR. EVATT: Mr. Chairman there is one word that will 

clarify that you say no “additional” federal aid. That 

one word will take care of that. 

THE CHAIR: Is that right, Dr. Pratt? 

DR. PRATT: That is right, sir. We intended, we in- 

terpreted it as “additional aid” of course there is al- 

ready some aid. 

THE CHAIR: Is there any further discussion? Those in 

favor of approving the recommendation of this com- 

mittee will say “aye”. Those opposed “no”. There 

were some “noes”. The ayes have it, unless there is a 

call for a division. 

Resolution on Federal Subsidization of Schools: 

WHEREAS, proposals have been introduced into the 

Congress (HR-1—HR-3986) to provide federal aid for 

public school construction, and 

WHEREAS, federal subsidy for school construction and 

expansion inevitably would lead to federal control of 

education, and 

WHEREAS, the control of education is a right reserved 

to the States by the Constitution. 

THEREFORE, BE IT RESOLVED that the South 

Carolina Medical Association in annual session as- 

sembled. May 1, 1957 does hereby oppose federal sub- 
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sidies for schools. 

(Copies to Senators and Congresmen). 

DR. PRATT (Continuing Report): The next reso- 
jution was on federal subsidization of medical schools. 
I would like to read that one, please. (Reading) 
WHEREAS, proposals have been introduced into the 
Congress (S-1917, S-1922, HR-6874 and HR-6875) to 
provide federal aid for medical and dental school con- 
struction and expansion, and 

WHEREAS, federal subsidy for medical and dental 
school construction and expansion inevitably would 
lead to federal control of medical education, and 
WHEREAS, the control of medical and dental educa- 
tion is a right reserved to the states by the Constitu- 
tion. 

THEREFORE, BE IT RESOLVED that the South 
Carolina Medical Association in annual session as- 
sembled May 1, 1957 does hereby oppose federal sub- 
sidies for medical and dental schools. 

(Copies to Senators and Congressmen) 

Mr. President, your committee recommends this ap- 
proval. (Seconded by Dr. Parker.) 

THE CHAIR: Is there any discussion. If there is no 
discussion are you ready for the question of approving 
the recommendation of this committee with regard to 
that resolution? (The vote was taken, there was no 
negative vote). The ayes have it and it is so ordered. 
DR. PRATT: The next under consideration is the reso- 
lution of Dr. Hood relative to Medicare. Your com- 
mittee goes on record as disapproving his resolution 
on Medicare but I would like to inject here that it has 
a resolution to submit after you have passed on this 
resolution. (This recommendation was seconded by 
Dr. Parker). 

THE CHAIR: Is there any discussion? Dr. Goldsmith is 
recognized. 

DR. GOLDSMITH: Gentlemen, I am not a delegate, 
may I have the privilege of the floor? 

THE CHAIR: If there is no objection. 

DR. PARKER: Mr. President: I think he will have the 
privilege again in a minute, if you want to call it that, 
just say “no” and just vote on this until the amended 
resolution is introduced. 

THE CHAIR: Is that satisfactory, Dr. Goldsmith? 

DR. GOLDSMITH: Yes, sir. 

(Request is made for the resolution to be read). 

THE CHAIR: Read it, sir. 

DR. PRATT: This is a resolution submitted by Dr. 
Hood yesterday. 

“Resolution on Medicare: 

WEREAS, the Congress has implied that the pay of the 
uniformed services is inadequate to pay for medical 
care of their dependents, and 

WHEREAS, Medicare was established by Congress in 
the attempt to provide more adequate medical care 
for the dependents of servicemen, and 

WHEREAS, Medicare provides cash payments to doc- 
tors and hospitals from public monies for services 
rendered the said dependents, such payments passing 
through the hands of a third party, and not being 
made directly by those who receive the benefits of said 
services, and 

WHEREAS, pepe accepting such payments are 
regarded legally as entering into and accepting a con- 
tract with the government, and 

WHEREAS, this system makes another large segment 
of our population look to the federal government for 
individual and personal benefits and protection, and 
WHEREAS, the assumption of the responsibility for 
the care of the health of individual civilian citizens by 
the federal government represents paternalism, gov- 
ernment medicine, and by current definition “social- 
ized medicine,” and 

WHEREAS, the South Carolina Medical Association 
and the American people have upon various occasions 
in the past expressed their opposition to socialized 
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medicine as destructive of the character of the recipi- 
ents and of the quality of the services rendered. 
THEREFORE, BE IT RESOLVED that the South 
Carolina Medical Association in annual session on May 
1, 1957 denounces the system of Medicare as presently 
constituted as being socialistic in concept, deceptive 
in presentation, and makeshift in practice. 
BE IT FURTHER RESOLVED that the present plan 
of Medicare be abandoned and where Congress finds 
that the pay and allowances of members of the uni- 
formed services is insufficient for them to meet the 
medical needs of their dependents that the Congress 
raise the pay of such members of the uniformed serv- 
ices by an amount considered adequate to provide such 
care and permit the individual servicemen to obtain 
medical care for their dependents in the same manner 
that other citizens of this country do.” 

THE CHAIR: Apparently these resolutions can be 

considered as a whole unless there is some request to 

break it down. 

DR. PRATT: We disapproved that and our committee 

will submit another resolution after you have acted on 

this. 

(The motion was seconded from the floor). 

THE CHAIR: Those in favor of the recommendation 

of the committee which is disapproving of these reso- 

lutions as read, will signify by saying Aye. 

(The Chair was reminded that Dr. Goldsmith asked 

for the floor.) 

THE CHAIR: Did you wish it Dr. Goldsmith on this 

section? Or did you wish it on the amendment? 

DR. GOLDSMITH: I would like to discuss that last.” 

“whereas”. 

THE CHAIR: All right, the privilege of the floor is 

accorded. 

DR. GOLDSMITH: Mr. President, and Members of the 

House of Delegates, 1 asked Dr. Hood to present all 

four of these since I was not a delegate and I asked him 

to do it for me. This last “Whereas” where we show 
that Congress—that the services are perhaps not paid 
enough in order for them to go out in the open market 
and buy the coverage for their own families, just 
like the other citizens have to do. I think if you de- 
lete that last “whereas” you are killing the purpose 
of the whole thing against Medicare. Because we show 
in the resolutions above, in this last one why we want 
to change the thing, throw it back on an ordinary sys- 
tem that we have of free enterprise so that the service- 
men could buy insurance if they wanted to and if they 
didn’t it would be entirely up to them, just like it is 
with the rest of the citizens of the United States. I hope 
you will not delete that last paragraph because if you 
do you will kill the purpose of the whole resolution. 

Thank you. 

THE CHAIR: Any further discussion? 

DR. GARRISON (Recognized): I believe the House 

of Delegates in that called meeting accepted this pro- 
sal of Medicare, and I would like to know for how 
ong that was entered into? 

THE CHAIR: The contract is for one year at which 

time any phase of it could be renewed. 

MR. MEADORS (Recognized): I think it runs to the 

end of the present fiscal year, July Ist. 

THE CHAIR: Is there any further discussion? Are 

you ready for the question. The recommendation of the 

Committee is disapproving those resolutions as read, 

is that correct? 

DR. PRATT: That is right, sir. 

THE CHAIR: This house approving of that recom- 

mendation, say “aye”. (From the floor someone said, 

“they disapprove”’). 

THE CHAIR: Well, in other words, this house “ap- 
roves” of the recommendation which “disapproves”. 
hose in favor say “aye”. Those op “no”. (There 

were only a few noes.) The ayes have it and it is so 

ordered. 


DR. PRATT: I would like to take the pleasure of sub- 
mitting to the House the resolution as drawn up by our 
committee. 

“WHEREAS, the Congress has implied that the pay of 
the uniformed services is inadequate to pay for medi- 
cal care of their dependents, and 

WHEREAS, Medicare was established by Congress in 
the attempt to provide more adequate medical care 
for the dependents of servicemen, and 

WHEREAS, Medicare provides cash payments to doc- 
tors and hospitals from public monies for services ren- 
dered the said dependents, such payments passing 
through the hands of a third party, and not being 
made directly by those who receive the benefits of said 
services, and 

WHEREAS, peepee accepting such payments are 
regarded legally as entering into and accepting a con- 
tract with the government, and 

WHEREAS, this system makes another large segment 
of our population look to the federal government for 
individual and personal benefits and protection, and 
WHEREAS, the assumption of the responsibility for 
the care of the health of individual civilian citizens by 
the federal government represents paternalism, gov- 
ernment medicine, and by current definition “socialized 
medicine,” and 

WHEREAS, the South Carolina Medical Association 
and the American people have upon various occasions 
in the past expressed their opposition to socialized 
medicine as destructive of the character of the recipi- 
ents and of the quality of the services rendered. 
THEREFORE BE IT RESOLVED that the South 
Carolina Medical Association in its annual session on 
on this Ist day of May 1957 disapprove the system of 
medicare as being socialistic in principle. 

BE IT FURTHER RESOLVED that the South Caro- 
lina Medical Asociation withdraw from the plan after 
termination of the present contract.” 

THE CHAIR: Now, that is a set of resolutions which 
has been prepared by the Committee on this subject, 
the subject of Medicare. Is there any second to approv- 
ing that recommendation or that resolution? 

(The resolution was seconded by Dr. Garrison). 
THE CHAIR: Is there any discussion of these reso- 
lutions as just read? Is it all clear? (Dr. Cain recog- 
nized.) 

DR. CAIN: Gentlemen, I don't think we should go 
along with the resolution of that kind which will allow 
us to withdraw from Medicare, although I feel that if 
we disapprove Medicare, certainly we should withdraw 
from it. I think we should have a motion, if any mo- 
tion is necessary at this time, which I seriously doubt; 
I think that it is something that we have already taken 
up at our special meeting of the House of Delegates, 
we have voted to go into it, it was thoroughly discussed 
at that time. Since that time your committee has gone 
to Washington and negotiated what is a very liberal 
contract. Of course, I realize the opposition to it is not 
financial, it is purely a moral and spiritual issue. And 
I think that if we go along with any such resolution 
as that it should be that we disapprove of what Medi- 
care may lead into and that we suggest that these sal- 
aries be raised so that it could be eliminated as soon 
as possible. But, I do not think that it would be wise 
for us to enter into a contract in February or March 
and withdraw in July when the date set for the real 
beginning if it is not until the 15th of July at which 
time they think that all dependents may have an iden- 
tification card. They haven't even gotten started yet. 
So whatever opportunity Medicare has had to prove 
itself, one way or another, certainly has not been done 
at this time. I am violently opposed to any such sugges- 
tion. And I don’t think we ought to adopt it. 

DR. MAYER, (Recognized): Mr. President, as I recall 
the background for this Medicare, there was wide ob- 
jection to doctors being drafted into the army to take 
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care of the civilian ulation of soldiers, and the 
American Medical Association worked out, as best they 
could, with that objection, this plan. It seems to me if 
we object to it the thing to do is to instruct our dele- 
gates to the A.M.A. who know our feeling and take 
advantage of such opportunity as they can to bring out 
the point. But I don’t believe we should go on record 
as favoring the resolution presented, and I shall vote 
against it. 
DR. SIEGLING (Recognized): With several others I 
had something to do with the implementation of Medi- 
care upon the authority of this House of Delegates in 
ial session. As Dr. Mayer has said Medicare was 
rafted several times and the final draft approved by 
the American Medical Association. As also has been 
said it has been in operation now for a few months 
and the contract is up for renewal. It seems to me that 
in a system where the medical doctors have made their 
own fee schedule and negotiated the fee schedule 
that it is in line with thinking that the doctors, at 
least, are controlling the plan to some extent. It 
doesn’t seem to me that it makes a great deal of differ- 
ence whether our taxes are used to implement the fee 
schedule, which we have arranged, or to raise the 
salaries so that the soldiers can take care of it them- 
selves. I am in favor and express myself as being in 
disfavor of this motion. 
THE CHAIR: Is there any further discussion? (Dr. 
Weston recognized). 
DR. WESTON: Mr. President, fellow delegates and 
members, I think the American Medical Association 
has been approached by the government for the first 
time to set our own fee which we did and in approving 
Medicare, and I think as much as I admire Dr. Pratt 
and the other members of his committee, I think we 
are going to kill the goose that laid the golden egg 
unless we give it a fair trial. I do not approve of his 
resolution. And as a delegate at present I would like 
proper instructions if you wish us to express ourselves 
in New York in June. 
THE CHAIR: The instructions will come following 
the vote on the resolution. Dr. Black, recognized. 
DR. BLACK: Mr. President and fellow delegates, I 
didn’t come up to make a fiery speech against socialized 
medicine, but I am here to try to clarify the action of 
the committee in the meeting last night. We felt not so 
much the feeling that we wanted to take out Medicare 
but we felt that some point should be brought before 
the House of Delegates that another segment, a very 
large segment, something like maybe six or eight mil- 
lion people in the United States are coming under a 
program of federal aid in Medicare to them. And that 
was the entire feeling of the Committee, I believe. 
THE CHAIR: Is there any further discussion? Are you 
ready for the question. Those in favor of approving 
the resolutions as read by the committee—do you wish 
them read again? If not, those in favor will say “aye”. 
Those in favor of approving the resolutions just read 
by the Committee will say “aye”. Those opposed “no”. 
The noes have it and it is so ordered, the approval of 
the resolution is not passed. Do you have any further 
report, Dr. Pratt? 
DR. PRATT: We have a suggestion from council that 
a special committee be appointed to be called a liaison 
committee to meet with other professional groups, such 
as lawyers, dentists, pharmacists and nurses to consider 
matters pertaining to public relations and related sub- 
jects. The committee is to consist of five members with 
the executive secretary ex officio, to be appointed by 
the President for a term of one year.” This committee 
recommends the adoption of this suggestion. 
THE CHAIR: Is there any discussion of this. This will 
be a special committee, appointed for one year. This 
does not call for a change in the by-laws? 
DR. PRATT: No. 
(The vote was taken and it was passed unanimously 
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and it was so ordered.) 
DR. PRATT: We also submit for approval the 
of the Executive Committee of the State Board of 
Health. 
THE CHAIR: Is there any objection to accepting that 
as published, is that correct? 
DR. PRATT: That is correct, sir. 
THE CHAIR: If not, it is accepted as published. 
Is ther any further report? 
DR. PRATT: We also submit for approval Dr. Owens 
Interprofessional Code, as published. 
THE CHAIR: Is there any discussion—this is the code 
between sige yn and lawyers as published. If not, 
those in favor of approving this, as published say “aye”. 
(There was no negative vote). It was so ordered. 
DELEGATE: I would like to ask the indulgence of this 
body for just one second in that connection. We had the 
very happy privilege of recently having a joint meeting 
with the Sixth Judicial Bar Association, in Rock Hill. 
We had two members of the faculty of the Medical 
School, Dr. Pratt-Thomas and Dr. Pettit, we had Dr. 
Cook and Dr. William Hall as candidates for the 
Medical Association and the Bar Association had the 
President of the State Bar Association, Mr. Robinson 
and Mr. Black from Columbia, Mr. Spratt from York 
and some other gentlemen, I don’t recall his name 
right off but, you have no idea how comfortable that 
joint meeting was and I recommend to you that you 
have it in your district. You can obtain a film entitled 
“The Medical Witness” from the audio-visual center 
at Bloomington, Indiana, and it will add much to your 
meeting. 
DR. PRATT: (Continuing his report): The reference 
Committee on Legislation and Public Relations sub- 
mits the following resolution: “Be it resolved that the 
South Carolina Medical Association in its annual ses- 
sion on May Ist 1957 instruct its Executive Secretary 
to contact the office of the state Attorney General 
taining to enforcement of the Law H-10-12, outlaw- 
ing Naturopathy.” 
THE CHAIR: Is there any comment or any discussion 
of this? If not, those in favor of this recommendation 
will say “aye”. Those opposed “no”. The ayes have it. 
DR. PRATT: The committee further proposes to sub- 
mit the following resolutions for your consideration: 
“Be it resolved that the House of Delegates of the 
South Carolina Medical Association in its annual meet- 
ing on May 1, 1957 direct its Executive Secretary to 
contact the President of the South Carolina State 
Pharmaceutical Association requesting him to instruct 
the members of the State Pharmaceutical Association 
to discontinue the dispensing of prescription-required 
drugs.” 
THE CHAIR: What is your pleasure? Dr. Cain (recog- 
nized). 
DR. CAIN: I would just like to rise as a point of in- 
formation. Are these resolutions coming from this com- 
mittee, or were they referred to his committee? 
DR. PRATT: These last two resolutions came from 
our committee, sir. 
DR. CAIN: I would like to submit that the only com- 
mittee that can do that is Council, any other recom- 
mendation should go before a reference committee. 
THE CHAIR: Dr. Pratt, is there anything. 
DR. PRATT: No sir, nothing further. 
THE CHAIR: Are you prepared for this question? 
DR. CAIN: Rule on my point of order. 
THE CHAIR: My apologies, please restate that. 
DR. CAIN: I asked him the question if this was re- 
ferred to his committee as a reference committee or 
was it a recommendation of his committee and I raised 
the point as to whether his committee had the right to 
bring in a recommendation to this body. It seems to 
me that that in turn should be referred to a reference 
committee. The by-laws state that Council is the only 
committee that can bring in a recommendation that is 
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not referred to a reference committee. 
THE CHAIR: The chair rules that Dr. Cain is correct 
—unless Dr. Pratt wishes to state his point, it may have 
been related to some reference to his committee. 
DR. PRATT: Last evening we contacted you and had 
you to answer that question for us and you were under 
the impression that we could present these resolutions. 
DR. CAIN: I won't make a point of it. 
THE CHAIR: Apparently the Chair was in error, if it 
was something new. Dr. Black (recognized). 
DR. BLACK: Mr. President, again, this is my resolu- 
tion, I would like to clarify it, it is a fairly simple 
thing. The whole thing behind it is that we in our sec- 
tion of the state, and I am sure that doctors in other 
sections of the state are quite perturbed at the dispens- 
ing of dangerous drugs by pharmacists; a person going 
in and buying penicillin, “mycin” drugs, barbital prep- 
arations, or what have you, across the counter and the 
idea was to ask through channels that the druggist be 
cautioned that there is a law on the statutes or just 
to recall to their mind there is such a statute covering 
such acts. 
THE CHAIR: Do you consider this resolution pertinent 
to and along the same line? 
DR. PRATT: Yes, sir, he is the gentleman who pre- 
sented the resolution. 
THE CHAIR: If that is the case the chair rules this 
resolution is in order, though original resolutions have 
to come from the council. Those in favor of this, of 
approving this resolution as read say “aye”. Those op- 
posed no. The ayes have it and it is so ordered. 
DR. PRATT: I wish to take this opportunity to thank 
those who helped me in preparing and presenting this 
report. 
THE CHAIR: Thank you Dr. Pratt. This ends the re- 
port of Reference Committees. Are there any further 
resolutions? If not we will now proceed to the election 
of officers. 

ELECTION OF OFFICERS—May 1, 1957 
THE CHAIR: The first officer is that of President- 
Elect. 
Dr. J. Clyde Harris, of Lancaster, Recognized. 
Mr. President and members of the House of Delegates 
of the South Carolina Medical Association, I wish to 
nominate a man who is known to most of the doctors of 
South Carolina and many of the doctors throughout the 
nation. I have had the privilege of being a practitioner 
in the same city with this gentleman for some thirty 
years and I would respectfully call your attention to 
some of the accomplishments and some of the honors 
already conferred upon him. 
We have honored him at home by electing him the 
first president or the first chief of staff of our local 
hospital, the Marion Sims Memorial Hospital, and 
no doubt you remember from your medical history 
that Lancaster County was the birthplace and home 
of Dr. Marion Sims. We have also honored this gentle- 
man, whom I am referring to, by electing him president 
of the Lancaster County Medical Society. He had been 
honored on many occasions already by the doctors in 
South Carolina, having been elected president of the 
Alumni Ass'n. of the Medical College; president of 
the general practitioners’ guild, or Academy of General 
Practice of South Carolina; also he had been elected 
councilor from the fifth district from South Carolina; 
he is chairman of the committee in South Carolina of 
the Medical Education Foundation of America; he has 
been elected vice-president to the Tri-State Medical 
Association from South Carolina; he is also a member 
of the Industrial Medical Association; a member of 
the Theta Kappa Psi and Alpha Omega Alpha Fra- 
ternities. 
He is a member of the Hospital Advisory Board of the 
State Board of Health, a member of the Medical Ad- 
visory board of the Industrial Commission. 
Gentlemen, I realize that the work of this delegation 


has been rather long and tiresome and that we would 
all like to get through with this thing and go ahead 
and do the best thing for the Association without a 
bunch of long speeches, I would therefore like to nom- 
inate a man with the foregoing qualifications, along 
with numerous other qualifications. He is a direct 
descendant from a man who received a land grant in 
South Carolina from the King of England, he has 
traveled in Europe and attended medical lectures and 
clinics in several cities on that continent; he is loved 
and respected by patients and loved and respected by 
his fellow practitioners and since this gentleman comes 
from a county who has not had a president of the 
Association in 104 years, we think that it is our time 
(laughter) and that we have the man, a man who is 
duly and truly prepared, worthy and well-qualified by 
the experience rendered in the organizations and offices 
to which he has already been elected. My nominee is 
from Lancaster, the home of one of the largest of the 
Springs Mills and as Captain Elliot White Springs 
says in his advertisement of the Spring Maid Products 
“You can’t go wrong on a Spring Maid Sheet” I am 
sure the South Carolina Medical Association won't go 
wrong by electing the man whom I shall nominate. I 
therefore strongly commend to you for your favorable 
consideration and election of Dr. R. L. Crawford of 
Lancaster, whom I nominate as President-Elect. 
(Applause) 
DR. KING (Recognized): Mr. President, fellow mem- 
bers of the House of Delegates, | would like the privi- 
lege of seconding the nomination of my good friend 
R. L. Crawford and move the nominations be closed 
and that he be nominated..by acclamation. 
(This motion was seconded by several) 
THE CHAIR: Are there any further nominations? If 
not a motion is made that the nominations be closed, 
and this is seconded. (This motion was voted on and 
passed). All those in favor of electing Dr. R. L. Craw- 
ford as President-elect will say “aye”. (The motion 
was passed unanimously). 
THE CHAIR: The chair will take the liberty of dis- 
pensing with the ballot as there is no need of it at the 
present time. Will Dr. Burnside and Dr. William 
Weston, Jr., see if they can find Dr. Crawford and es- 
cort him to the platform. 
The next order of business is the election of a Vice- 
President. 
DR. KING (Recognized). 
Mr. President and members of the House, I would like 
© place in nomination before this house a man for 
vice-president, a man that you all have noticed is very 
common-minded, a man who is a past president of the 
Sumter County Medical Society, also a past president 
of the South Carolina Ophthalmological Society, a man 
who has always thought of his practice first and him- 
self second. The man I would like to nominate is Dr. 
Norman O. Eaddy of Sumter. (Applause) 
(Nomination seconded by Dr. Bachman Smith.) 
(Motion was made from the floor that the nominations 
be closed, this was seconded; there was no objection, 
the vote was taken and the motion carried.) 
THE CHAIR: It is so ordered and Dr. Norman Eaddy 
of Sumter is elected Vice-President. (Applause) 
Secretary 
DR. BACHMAN SMITH (Recognized): Mr. President, 
I would like to nominate Dr. Robert Wilson. to. suc- 
ceed himself. (Dr. Wyatt seconded the nomination; 
motion was made that the nominations be closed, this 
was seconded.) 
THE CHAIR: It is moved and seconded that the 
nominations be closed and they are automatically 
closed, those in favor of Dr. Wilson to succeed himself 
will say “aye”. And there are no noes. Dr. Wilson you 
are re- iene. That is good fortune for the next 
president, I will tell you. 
The Treasurer. This nomination comes from Council. 
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DR. CAIN: (Recognized): Council recommends Dr. 
Howard Stokes to continue in his position as Treasur- 
er. (This recommendation was seconded; Dr. Evatt 
moved the nominations be closed, and this was second- 
ed; the vote was taken and passed unanimously and 
it was so ordered.) 

(At this time Dr. R. L. Crawford, newly elected presi- 
dent Elect was escorted to the platform amid applause). 
(Convention rises) 

THE CHAIR: This is indeed an honor and a pleasure 
to present your President-Elect, a friend of many, many 
years and a man whose attributions I could not add to, 
they have been already so well expressed by Dr. Harris. 
Dr. Crawford. 

DR. CRAWFORD: Dr. Prioleau, thank you. Members 
of the House of Delegates I want to thank you for 
having confidence enough in me to elect me president 
elect, and I assure you that I will do all in my power 
to keep the office of president and the South Carolina 
Medical Association going on the high and efficient 
plane that it is at this time. I thank you. (Applause). 
THE CHAIR: The next order of business is the elec- 
tion of the Delegates to the American Medical Asso- 
ciation for the two year term, the term of Dr. William 
Weston, Jr., expires on December 31, 1957. 

Dr. Wyman King, Recognized). 

DR. KING: Mr. President, fellow delegates, I am sure 
is it apparent to all of us that Dr. Weston has repre- 
sented us indeed very efficiently in the affairs of the 
American Medical Association. By reason of his ex- 
perience he should represent us perhaps even a little 
more efficiently in the future, I therefore nominate 
Dr. William Weston, Jr. to succeed himself. (This was 
seconded many times and motion was made to close 
the nominations). 

rHE CHAIR: If there is no objection the nominations 
are closed. (The vote was taken and passed unani- 
mously.) 

An alternate delegate to the American Medical Associa- 
tion, a two year term, the term of Dr. Robert Wilson 
expires December 31, 1957, nominations are in order 
for an alternate delegate. 

DR. BLACK (Recognized). Mr. President I would like 
to nominate Dr. Robert Wilson to succeed himself. 
(There were seconds from the floor; Dr. Evatt moved 
the nominations be closed; there was no objection, the 
nominations were closed and the Chair cast the ballot 
for Dr. Wilson to succeed himself.) (Applause) 
Councilors: (3-year terms) 

THE CHAIR: Councilor for the First District, the 
term of Dr. Bachman Smith expires, and Dr. Smith 
is eligible for re-election. (Dr. Henry Robertson was 
recognized and he nominated Dr. Bachman Smith to 
succeed himself, this was seconded; motion was made 
that the nominations be closed, this was passed, the 
vote was taken and Dr. Smith was re-elected as coun- 
cilor for the First District.) 

The Third District—a councilor will be elected to fill 
the unexpired term of Dr. H. B. Morgan, who we are 
sorry to say has resigned. (Dr. McLane was recognized 
by the Chair and at the request of the Third District 
Medical Society he placed in nomination the name of 
Dr. C. J. Scurry to fill out the unexpired term of Dr. 
H. B. Morgan; this was seconded; there were no fur- 
ther nominations and motion was made that they be 
closed, the vote was taken and Dr. C. J. Scurry was 
elected and it was so ordered. 

The Fourth District, the term of Dr. Charles N. Wyatt 
expires. (Nomination made that Dr. Wyatt be elected 
to succeed himself; this was seconded, motion was 
made and passed that the nominations be closed, the 
vote was taken and was unanimous that Dr. Wyatt be 
elected to succeed himself and it was so ordered.) 
The Seventh District, the term of Dr. Bozard expires. 
(Nomination was made that Dr. Bozard succeed him- 
self; this was seconded; motion was made that the 
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nominations be closed, there was no objection, the 
vote was taken and Dr. A. C. Bozard was elected to 
succeed himself and it was so ordered.) 
Members of the Meditation Committee (3-year terms) 
(A delegate called the attention of the Chair to the fact 
that a councilor would have to be elected to fill the 
vacancy of Dr. R. L. Crawford, who had been elected 
President-Elect.) 
Councilor: 
THE CHAIR: Nominations are in order for a successor 
to Dr. Crawford for the Fifth District. Dr. Crawford 
won't have to resign within 24 hours, he will auto- 
matically do so because he becomes a constitutional 
officer, as President-Elect and he can not hold two 
offices. Are there any nominations? (Dr. J. N. Gaston 
of Chester was nominated; this was seconded; Dr. John 
Brewer of Kershaw was nominated, and this was sec- 
onded; there were no further nominations and ballots 
were prepared for voting for Dr. J. N. Gaston and Dr. 
John Brewer.) 
THE CHAIR: While the tellers are collecting ballots 
we can save a few minutes by proceeding with the 
election of the Meditation Committee. According to the 
By-Laws the nominations are made by Council. They 
are written on the board and will you be kind enough 
to read them, Dr.Cain. ~ 
DR. CAIN: Meditation Committee—the constutition re- 
quires that two nominees be submitted from each 
district to fill a vacancy and council has recommended 
John A. Siegling 
C. B. Woods 
T.G.Goldsmith ) 
R. K. Nimmons ) 
S. E. Miller ) 
Harry Davis ) 
You will elect one of those from each district. 
THE CHAIR: Kindly prepare three ballots. 
If you will give us your attention for one minute we 
will announce the results of the election for Coun- 
cilor for the Fifth District, Dr. John Brewer was 
elected, that is as Councilor for the unexpired term of 
Dr. Crawford. 


First District 
Fourth District 


Seventh District 


THE CHAIR: If we can have your attention, while 
these ballots are being counted we can proceed with 
elections. The next in order being Members of the 
State Board of Medical Examiners—4-year terms: 
The first district—the term of Dr. A. R. Johnston ex- 
ires. 
DR. BACHMAN SMITH (Recognized): I would like 
to nominate Dr. Johnston to succeed himself. (This 
was seconded) there were no further nominations, 
motion was made that they be closed, the vote was 
taken and Dr. Johnston was elected.) 
THE CHAIR: The Third District, the term of Dr. 
William P. Turner, Jr., expires. (Dr. Wilkinson nomin- 
ated Dr. Turner to succeed himself, this was second- 
ed—there were no further nominations, the chair de- 
clared the nominations closed, and the vote was taken 
and Dr. Turner was elected to succeed himself.) The 
next is the Member of State Board of Examination of 
Nurses—5-year term. The term of Dr. W. Wyman King 
expires. 
(Dr. Burnside nominated Dr. Wyman King to succeed 
himself; this was seconded, there were no further nom- 
inations, the vote was taken and Dr. King was re- 
elected, and it was so ordered.) 


The Members of Hospital Advisory Council of State 
Board of Health, 4-year terms. The term of Dr. R. L. 
Crawford expires and so we must have a successor to Dr. 
Crawford, a successor at large. (Dr. Peeples nominated 
Dr. J. C. Harris, this was seconded, there were no fur- 
ther nominations, the vote was taken and Dr. Harris 
was elected and it was so ordered.) 

The term of Dr. T. C. McFall of Charleston expires. 
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(Dr. Hanckel nominated Dr. McFall to succeed him- 
self, stating “He has done a very good job and I think 
he deserves the nomination.” (This nomination was 
seconded; there were no further nominations, the vote 
was taken and Dr. McFall was re-elected). 

THE CHAIR: There are two telegrams which I shall 
ask the secretary to read. These telegrams are in re- 
gard to the choice of place of meeting for next year. As 
this will terminate the business session we may as well 
proceed right now with the choice of meeting place 
for next year. 

DR. ROBERT WILSON: We have a telegram (Read- 
ing) 

“Please express to your officers and members our most 
cordial invitation to bring your 1958 convention to 
Charleston and the Fort Sumter Hotel. Your inquiry 
as to choice of dates will receive top priority.” It is 
signed by Mr. Bealer, General Manager of the Fort 
Sumter Hotel. 

A letter, addressed to Mr. Meadors—to extend a very 
cordial invitation to the South Carolina Medical As- 
sociation to again consider Myrtle Beach and the Ocean 
Forest Hotel for their 1958 meeting.” 

Dr. Bachman Smith: Mr. President I would like to 
suggest that we come to Myrtle Beach and not Char- 
leston. (This motion was seconded by Dr. Evatt.) 
(Laughter) 

THE CHAIR: That is not very hospitable from the 
Charleston delegation. Is there any other invitation? 


If there is no other invitation, what is the pleasure 
of the House. (Shouts of Myrtle Beach, Myrtle Beach, 
the vote was taken and Myrtle Beach was selected for 
the 1958 meeting place.) 

DR. WYATT (Recognized): Mr. President I would like 
to ask the House to give some recognition to whoever 
made the arrangements for the seating of the house of 
delegates today. I think it is very much more con- 
venient than we have ever had before and I move 
that we extend to whomever arranged this a vote of 
thanks. 

THE CHAIR: Dr. Wyatt, that would be transmitted 
both to and through Mr. Meadors and Dr. Joe Cain. 
I would like to take this oportunity of expressing 
thanks through the secretary for any hotel committee 
on local arrangements. 

May we have your attention—the report of the tellers 
on the Mediation Committee is here: 

Dr. John A. Siegling has been re-elected to succeed 
himself from the First District. 

Dr. T. G. Goldsmith has been elected from the Fourth 
District. 

Dr. S. E. Miller has been elected from the Seventh 
District. 

(Announcement that the Mediation Committee, as 
now constituted will meet immediately after adjourn- 
ment in this room.) 

THE CHAIR: The meeting is declared adjourned. 
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